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SYNOVECTOMY IN CHRONIC INFECTI- 
OUS ARTHRITIS 
PAUL P. SWETT, M.D., F.A.C.S. 
HARTFORD, CONN. 

Synovectomy may be described as an opera- 
tion for the removal, in-whole or in part, of the 
diseased synovial tissue from any joint. As a 
rule the operation has been confined to the knee 
joint and here it has been generally limited to 
the anterior compartment of the synovial mem- 
brane. 

According to Speed synovectomy dates back 
at least as far as 1877, when the German sur- 
geon Volkmann employed it in the treatment of 
tuberculosis of the knee joint. During the next 
twenty years, the operation was used quite ex- 
tensively in the treatment of this condition, and 
there was considerable discussion as to the rela- 
tive merits of synovectomy and excision of the 
joint. It was apparently not used in the infec- 
tious types of arthritis until 1895, when Albertin 
reported two cases of synovectomy for acute 
infectious arthritis following penetrating wounds 
of the knee. The first record found of a synovec- 
tomy in chronic arthritis is an article by Mignon, 
in 1900, in which he reports the removal of the 
entire synovial membrane from the anterior com- 
partment of the knee in a case of chronic trau- 
matic arthritis with hydrops. There was a com- 
plete restoration of function after six months. 
Nothing more of importance appeared until 1919, 
when Burghard stated that “the synovial mem- 
brane, in whole or in part, may not infrequently 
have to be removed owing to hypertrophy of the 
synovia or on account of being covered with 
papillary growths”. In 1922 I reported a series 
of synovectomies in chronic polyarthritis before 
the American Orthopedic Association in Wash- 
ington, and, in the following year, Ellis Jones 
reported a series of synovectomies in chronic 
monarticular arthritis. Speed of Memphis and 
Steindler of Iowa City subsequently reported on 
their work with this operation, and in 1925 Key 
of St. Louis reported his brilliant and compre- 
hensive experiments in the removal of the syno- 
vial membrane in animals. 

The question as to what happens in a joint 
after the synovial membrane has been removed 
1s conclusively answered by Key. He operated 
upon thirty-five rabbits but in eleven the joints 
became infected. so only twenty-four were stud- 
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ied. The operation consisted in a complete re- 
moval of the synovial membrane from the an- 
terior compartment, including the infrapatellar 
fat pad and a part of the internal semilunar 
cartilage. At the end of periods varying from 
two days to one hundred and four days, the rab- 
bits were given lethal ether and the knees were 
excised. In the twenty-four instances in which 
the joints did not become infected the animals 
began to use the leg after a few days and by the 
time the skin wound was healed the swelling had 
disappeared and function was apparently normal. 
In no case was there any limitation in motion or 
a limp. 

Key describes the histological picture of the 
repair process as follows: 

“After the removal of the synovial membrane 
the joint is filled with a mixture of blood and 
synovial fluid.. A clot of cells and fibrin adheres 
to the denuded surface. There is an immediate 
polymorphonuclear leucocyte reaction which lasts 
about forty-eight hours, and then the polymorphs 
disappear and phagocytes (clasmatocytes and 
monocytes) wander into the joint. The fixed 
connective cells of the denuded area enlarge, 
proliferate rapidly, and invade the adherent 
fibrin. Capillaries grow into the fibrin, and by 
the sixth day it is fairly well organized. By the 
fourth day a definite surface zone on the ad- 
herent fibrin is demarcated by a thin hyaline layer 
which stains as does collagenic tissue. This sur- 
face zone for a time is not penetrated by the 
advancing fibroblasts, but they form a layer just 
beneath it. 

“As the clot becomes organized the fibrin and 
extravasated blood are absorbed and by the tenth 
day a few collagenic fibers are present. These 
are rapidly increased during the next five days. 
Mitotic figures are frequent and the proliferation 
of fibroblasts continues until about the fifteenth 
day. At this time the fibrin has almost entirely 
disappeared and the hyaline surface layer has 
largely disappeared. The denuded area is now 
covered by a thick, highly cellular layer of Joose 
fibrous tissue which is very vascular and has a 
well defined surface layer of fibroblasts. 

“This membrane of young connective tissue 
now slowly matures to form a synovial lining 
which can be distinguished only with difficulty 
from that of the normal joint. The fibroblasts 
beneath the surface decrease markedly in num- 
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ber and those remaining shrink in size to become 
normal lameliar cells of connective tissue. As 
the fibroblasts decrease in size and number col- 
lagenic fibers are laid down. The surface or 
synovial cells are decreased in size and number 
and become flattened. They lie not on the sur- 
face but in the surface, as is true of normal 
synovial membrane. Joints are not lined by a 
layer of mesothelium but their lining is a con- 
nective tissue surface made up of cells and col- 
lagenic tissue. The cells may be likened to field 
stones. Some are on the surface, some are partly 
buried, and others are wholly covered by the 
collagenic matrix. 

“The joint space up to fifteen days encroaches 
upon the newly formed membrane. After that 
time, partly from condensation of the membrane 
and partly by stretching and breaking down of 
adhesions, it becomes approximately normal in 
size and contour. The resultant membrane has a 
more irregular fibrous ground work than has the 
normal synovia and, as was noted by Sumita, is 
deficient in the subsynovial areolar tissue. 

“In this series, exostoses on the mesial condyle 
were frequent. These are believed to be due to 
inadvertent injury to the periosteum at the time 
of the operation. 

“In the rabbit the joint is again approximately 
normal sixty days after hemisynovectomy. The 


new synovial membrane is formed in situ by 
metaplasia of underlying connective tissue cells 
and there is little or no tendency for surface 
growth from the edges to cover the denuded 
area as occurs in.the repair of a defect in an 


epithelial surface. The synovial cells are con- 
nective tissue cells slightly specialized by their 
location on a free connective tissue surface.” 
The technic of the operation of synovectomy 
consists in.a long medial incision following the 
inner border of the quadriceps tendon and of the 
patella and extending to a little below the tibial 
spine. This approach gives an excellent exposure 
of the entire anterior chamber without undue 
traction and the added trauma of the split-patella 
incision is avoided, thus the extension apparatus 
of the knee joint is not disturbed and early mo- 
tion can be started. The crucial ligaments can 
be removed when diseased without losing the 
stability of the joint. The essential objectives in 
' the operation are to obtain sufficient exposure to 
examine easily the entire anterior chamber of 
the joint and to remove the synovial membrane 
by block dissection, including the semilunar 
cartilages and crucial ligaments when necessary. 
It is usually not necessary to clean out the poster- 
ior compartment. A tourniquet is essential for 
rapid and thorough work. This description from 
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Speed’s article holds true for my method except 
that I remove the diseased tissue with scissors 
and forceps down to what appears to be healthy 
tissue. I sometimes use a split-patella approach; 
occasionally a semicircular incision across the 
patella tendon, and at times I have made parallel 
longitudinal incisions at the inner and outer bor- 
ders of the quadriceps tendon. For the elbow 
the posterior compartment can be well exposed 
by a longitudinal incision along the outer border 
of the triceps tendon. For the wrist, a trans- 
verse dorsal incision has served best and for the 
finger joints a longitudinal dorsal incision to 
either the inner or outer side of the extensor 
tendon. Upon completing the dissection the joint 
is dried and closed in layers without drainage. 
Post-operative fixation is not required. 

At the end of two weeks baking and light 
massage are ordered. Weight-bearing, with or 
without crutches, is allowed as soon as pain and 
spasm permit and full function is gently encour- 
aged as rapidly as the symptoms warrant. The 
length of time required for the resumption of use 
naturally varies widely depending upon the ex- 
tent of the disease and the degree of general and 
local atrophy of the muscles, bones and liga- 
ments. The question of drainage may be left to 
individual judgment but I am rather inclined to 
drain all clean joints unless they are quite dry at 
the moment of closing. 

It is natural that in an operation as untried as 
is synovectomy the indications for its use should 
be ill-defined and uncertain. My work with it has 
been confined to infectious arthritis, but I want 
to discuss some of its other applications before 
considering the place of synovectomy in chronic 
infectious arthritis. 

Ellis Jones confined his cases entirely to mon- 
articular lesions in the quiescent stage and warn- 
ed against attacking a knee joint that is but 
one lesion in a progressive arthritis, particularly 
of the deformans type. He believes that synovec- 
tomy is contraindicated in an active polyarthritis 
of any type. In quiescent lesions he does not con- 
sider bony changes, such as lipping and osteophyte 
production or destruction of the semilunar carti- 
lages and obliteration of the joint space, a contra- 
indication to operation. In fact several of his 
cases in which excellent functional results were 
obtained presented exactly such a picture. 

Speed calls attention to the.embryology of the 
knee joint and says “The embryologic develop- 
ment of the knee joint is interesting in view of 
the various changes that may take place in the 
synovial membrane in connection with chronic 
arthritis, osteochondromatosis, etc. The entire 
joint is at first an undifferentiated mass of.mesen- 
chymal cells, which become condensed in the 
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region of the future joint. About the eighth 
week, a process of liquefaction, or separation, oc- 
curs in the center of this mass, and a transverse 
cleft appears which forms the cavity of the joint. 
By a process of selective differentiation, part of 
the cells adjoining this cavity are transformed 
into articular cartilage, part into connective tis- 
sue forming the capsule of the joint, and part into 
the lining cells of the synovial membrane. Hence, 
we see that all the components that go to make 
up the knee joint are derived from the same em- 
bryogenic tissue. It is perfectly tenable, then, 
to presume that, under the stimulus of certain 
pathologic conditions, the cells of the synovial 
membrane may revert to their original habits 
and produce either cartilage or bone. This is, 
indeed, exactly what happens in certain types of 
arthritis in which the villi have cartilaginous 
tips, and in osteochondromatosis, in which both 
cartilage and bone are formed from the synovial 
membrane.” 

Speed says further that “with our present 
knowledge of arthritis, the indications for syno- 
vectomy should be limited to those joints in 
which the synovial membrane alone or in com- 
bination with the cartilages has been irreparably 
damaged, and, after the active process has sub- 
sided, prolongs the disability. It is a question 
more of mechanics than of removal of infection. 
Clinically, we know there are certain types of 
joints that are not suitable for synovectomy. 
Acute pyogenic arthritis and the generalized 
arthritis deformans group should not be operated 
upon. In those cases classed as hypertrophic 
with marked bony changes in the knee and a 
history of recent activity at other points, we be- 
lieve that the prognosis is very doubtful. We 
must remember that, except in the traumatic 
cases, synovectomy makes no attempt to remove 
the etiologic factor or to cure the general disease 
that is causing the damage. We cannot hope for 
permanent results if this disease is active or 
progressing. A possible exception to this is that 
when function is restored to a joint, its meta- 
bolism is improved and its reparative power is 
increased. We have little evidence to support the 
theory that the synovial membrane harbors active 
bacteria and, itself, serves as a focus of infection. 

“The monarticular cases all offer a very good 
prognosis, even when quite marked joint changes 
are present. Of course, it is often difficult to say 
when the active process is over, or to be sure 
that a joint that has remained monarticular for 
years may not have a recrudescense of activity 
with involvement of other joints.” 

Speed reports excellent resitlts 


following 
synovectomy in (1) Syphilitic synovitis ; (2) True 
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traumatic arthritis Accompanied by lipping, ° 
destruction of the semilunar cartilages, erosion of 
articular cartilages, and obliteration of the joint 
space; (3) Benign tumors of the knee joint; (4) 
Osteochondromatosis with numerous free and at- 
tached bodies. 

To return to my own use of this operation, it 
is necessary to reiterate that I have dealt with 
the infectious type of arthritis alone. Since I 
have no personal knowledge of the effects of 
synovectomy in any other type of arthritis it is 
desirable to define chronic infectious arthritis so 
that we may labor under none of those misappre- 
hensions resulting from lack of exactness. In 
these studies there has been a constant effort to 
follow the Goldthwait classification of the chronic 
arthritides and they are divided into the atrophic, 
the hypertrophic and the chronic infectious types. 

Chronic infectious arthritis may be defined as 
a chronic polyarticular disease characterized by 
the usual constitutional features of chronic in- 
fection, accompanied by progressive inflammatory 
changes which begin in the soft tissues and affect 
the cartilage and bane only secondarily, if at all; 
it is further characterized by articular swelling, 
effusion, and thickening, associated with joint 
spasm, a tendency to flexion: deformity, and, in 
the roentgenogram the presence of capsular thick- 
ening and distention, with the absence of primary 
bone changes. 

The first step in the selection of the candidates 
for synovectomy is the differential diagnosis to 
exclude the atrophic and the hypertrophic 
groups. Infectious arthritis, as a rule, presents 
little difficulty in the differentiation from hyper- 
trophic arthritis, but from atrophic arthritis 
there may be considerable room for question. 
Certain well defined characteristics present them- 
selves and if they are constantly kept in mind 
much confusion can be avoided. Infectious arth- 
ritis is a synovial disease primarily, while the 
atrophic is a bone disease. The roentgenogram 
shows bone atrophy at an early stage of atrophic 
arthritis, but in the infectious type bone atrophy 
shows itself only as the result of disuse and at 
a later stage. Joint motion is limited by spasm 
in the infectious type, while in the atrophic it is 
restricted only by deformity. The roentgeno- 
graphic appearances usually offer conclusive 
grounds for the differentiation. In the infectious 
type, there are found effusion, capsular thicken- 
ing and pannus-like exudate, with calcification 
of the mushed-out edges of cartilage, followed 
by ankylosis through capsular fibrosis and fusion 
of the cartilage-denuded bone ends. In the 
atrophic type we find effusion and atrophy of the 
bone ends, with punched out areas of decalcifica- 
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tion, followed by subluxations and only the par- 
tial ankylosis caused by impingement of the dis- 
placed bone ends. 

So far as chronic infectious arthritis is con- 
cerned, the first step in the selection of the can- 
didates for operation is a diagnosis based on the 
above considerations. The next step consists in 
the accurate, painstaking, and efficient applica- 
tion of those means of treatment that have been 
found valuable. These means include the locali- 
zation and surgical removal of the underlying 
foci of infection, followed by metabolic manage- 
ment along the lines laid down by Pemberton, 
together with the use of bacterial vaccines as 
practised by Burbank, and the promotion of gen- 
eral and local metabolism by heliotherapy, hydro- 
therapy, massage and exercise. 

As the result of treatment along these lines 
many of the cases can be expected to clear up, 
but there remain a certain few in which the 
resolution of the inflammatory exudate in the 
synovial membrane does not take place, and it is 
this group which provides the actual candidates 
for synovectomy. So far as I know, the only 
contraindications in this group exist in those 
patients suffering from debility or constitutional 
disease so great as to preclude any sort of ex- 
tensive surgery; or in patients of advanced age; 
or with gross deformities of the joints, such as 
subluxations, severe flexion contraction, and 
fibrous ankylosis. On the positive side, the most 
promising candidates are those joints in which 
marked effusion and coarse crepitation persist 
without great loss of joint motion. Examples of 
this type appear to be the patients who have 
recovered up to the point of resolution of the in- 
flammatory exudate. That is, the active process 
has been arrested, but the damage in the synovia 
has not been repaired and the signs and symp- 
toms persist because of the damaged membrane. 

The theoretical considerations leading to the 
trial of synovectomy in this type are as follows: 
The first theory was based upon the proposition 
that the surgical foci of infection having been 
removed, the patient’s general state indicating 
that the activity of the inflammatory process in 
the joints was subsiding, and the usual means of 
absorption of the organized inflammatory exudate 
having failed, there remained the possibility that 
the manual removal of the exudate might pro- 
mote the resumption of joint function. This 
theory obviously concerns itself only with the 
mechanics of the situation. 

The second theory, which developed later, was 
that the same procedure might be helpful, not 
alone by reason of the mechanical improvement, 
but because of the fact that the organized syno- 
vial exudate contained microorganisms capable 
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of continuing the activity of the process within 
the joint as well as causing metastases into other 
and previously uninvolved joints. As a natural 
corollary to this proposition, it would seem that 
if one grants the existence of secondary metas- 
tatic foci within the joints, there is as much logic 
in their surgical removal as there is in the elim- 
ination of the originating or portal of entry foci, 
Moreover, since it seems to be true that there is a 
duel going on within the patient between the in- 
fection on one side and resistance on the other, 
and since, therefore, the final reaction depends, 
in the last analysis upon the patient’s resistance, 
it naturally follows that the less the amount of 
infection, the better the prospects of ascendancy 
on the part of the patient’s resistance. 

The third theory, which has seemed in some 
ways to lend further encouragement to the possi- 
bility of benefit from synovectomy, has been ini- 
tiated by Pemberton’s work on metabolism in 
arthritis. As I understand it, he has found in his 
chemical studies that in the arthritides, the meta- 
bolism shows a fairly constant state of suboxida- 
tion, and, apparently the persistence of this ab- 
normal metabolic state prolongs the arthritis. 
Hence one of the aims of therapy must be to 
stimulate the metabolism, and perhaps the best 
means for accomplishing this purpose is a prompt 
restoration of function in atrophic disused joints 
and muscles. If the manual removal of diseased 
synovial tissue can hasten the restoration of 
function, it may thus indirectly provide the nec- 
essary metabolic stimulant. 

A synopsis of the case history of the first 
patient in this series may help to visualize the 
type of arthritis under discussion. 

N. B., age 19, Austrian, domestic servant. Admitted 
to the Hartford Hospital, August 17, 1915. Complaint: 
rheumatism. Present illness began in 1911—four years 
before admission—with inflammation in the mid-joint 
of the right ring finger. After two years, the process 
appeared in the right wrist. In another six months the 
left wrist was involved. Six months ago the same con- 
dition began in both ankles and both knees. A ton- 
sillectomy was performed about the time the last named 
joints were affected. When I first saw her there 
were all the typical features of a severe chronic poly- 
arthritis involving the hands, wrists, knees and ankles, 
with marked effusion in both knees. Constitutionally, 
she presented loss of weight, moderate anemia, slight 
température elevation and  disproportionately rapid 
pulse. No surgical focus of infection was discovered. 
Roentgenograms of the knees were negative for bony 
or cartilaginous changes. She was bedridden and help- 
less. Aspiration of the knees yielded cloudy, yellow 
fluid, culture from which was negative. 

The right knee was opened on September 8th and 
it was found to be filled with a pannus-like layer of 
chronic inflammatory tissue extending over the entire up 
per portion of the synovial membrane. _ This was re- 
moved with scissors down to healthy tissue, and the 
joint was closed without drainage. No post-operative 
disturbance occurred, and the left knee was similarly 
treated about five weeks later. She was able to get UP 
in the course of two weeks, and began walking with 
crutches immediately. She was sent to her home of 
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November 6th, where she gradually increased her activi- 
ties, and in June it was noted that there was no effusion 
in either knee, and no signs of activity in any of the 
other joints. During the summer she resumed her full 
work as a domestic servant, her weight and general tone 
were normal, and she continued well until June, 1918, 
when a relapse occurred in the left knee. This was 
manifested by an extensive effusion, marked crepitation, 
and painful, restricted motion. The disability was so 
great that she returned to the hospital, where a second 
partial synovectomy was done in July, and she remain- 
ed in the hospital until September. She was well from 
then until January, 1920, when effusion gradually occur- 
red in the left knee again. In March an extensive 
synovectomy was performed and she has remained en- 
tirely well since then—now over two years. On every, 
occasion when diseased synovial tissue was removed, 
it was sent to the laboratory to be sectioned, and to 
have cultures made. The laboratory reported it as in- 
fammatory tissue, but no culture growth was ever ob- 
tained. 

I hesitated to suggest another operative attack upon 
the left knee but the patient requested it, and spared me 
the embarrassment. She had been helped so. much by 
the former operations that she had every confidence in 
the success of another. Her judgment seems to have 
been justified, for on the last examination, March 30, 
1922, both knees presented complete extension, com- 
plete flexion, no effusion, and no thickening. The 
ankles and feet were normal. She had a full range 
of motion in both elbows, the right showing consider- 
able thickening. There were no signs of activity in 
any of the joints of the hands or in the wrists, although 
both wrists were completely ankylosed. Her weight 
was ninety-three in 1915, and her present weight is one 
hundred and forty-seven. 


To recapitulate, it may be pointed out that 
here is a case of chronic polyarthritis which 
showed no improvement five months after the 
removal of the probable focus of infection. Dou- 
ble synovectomy of the knees was followed by a 
prompt local improvement so great as to enable 
her to resume her work as a domestic servant 
within a few months. Accompanying the local 
improvement, a general improvement was made, 
and the inflammation in other active joints be- 
came arrested without any direct treatment. 

I have done this operation on one wrist, three 
elbows, thirty-two knees, one hip, one finger and 
one ankle—a total of thirty-nine synovectomies 
in thirty-two patients. 

In none of these has there been the slightest 
operative complications, sequellae, or constitu- 
tional disturbances, so we may conclude that the 
Operation is well borne and relatively free from 
surgical hazard. As to the theory that the opera- 
tion might promote the return of joint function, 
twenty-five out of the thirty-two cases indicate 
very clearly that this may be expected, because 
in these twenty-five patients the ultimate result 
has been a return of comfortable motion without 
telapse. Indeed, it has been quite striking to find 
the operated joints remaining freely movable and 
Painless in two instances where there has been 
marked exacerbations in the other joints. 

As to the second theory that the removal of 
the diseased joint tissue might act so as to per- 
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mit the concentration of the patient’s resistance, 
nothing definite can be said. The indications 
are that any such effect is extremely doubtful, 
because three patients were not benefitted at all 
and four have had subsequent invasions of prev- 
iously uninvolved joints. This leaves only twen- 
ty-five out of thirty-two that have not suffered 
extension of their disease after the synovectomy. 
In the same way no evidence of value can be ad- 
duced to show that the resumption of function 
in badly damaged joints has had any effect upon 
the metabolism. However, this theory is so log- 
ical and so natural that it offers considerable 
hope of ultimate confirmation. To the extent 
that lowered metabolism is a factor in prolonging 
the disease, improvement may be expected to the 
degree that improved joint function increases the 
metabolism, 

In concluding, I should summarize the present 
status of synovectomy as follows: 

Jones recommends synovectomy for quiescent 
cases of monarthritis of the hypertrophic type 
urging care to avoid interfering in progressive 
disease. 

Speed recommends synovectomy as a valuable 
procedure in properly selected cases as it allows 
us to restore function to joints for which other- 
wise little can be done. Monarticular lesions of- 
fer much the best prognosis. He says synovec- 
tomy during the progressive stage of the poly- 
articular arthritis is of doubtful value as a routine 
procedure. 

I believe that synovectomy is an operation that 
warrants further trial in carefully selected cases 
of chronic infectious arthritis. It may be expect- 
ed to promote the restoration of function to those 
joints in which resolution of the exudate has been 
delayed. It may, also, prevent the further des- 
truction of the cartilages and the secondary anky- 
losis which would result from the prolonged pres- 
ence of large amounts of organized inflammatory 
exudate. As I see it, this operation is applica- 
ble to those joints in chronic infectious arthritis 
in which there is delayed resolution of the snyo- 
vial exudate. It should be done before bone and 
cartilage changes occur, in the hope of prevent- 
ing such changes. Furthermore bone and carti- 
lage changes do not contraindicate synovectomy, 
but the resultant benefit may be prejudiced by 
such changes and to a degree in direct proportion 
of their extent. 
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A FEW CARDINAL POINTS CONCERNING 
PEPTIC ULCER 
M. E. BLAHD, M.D. 
, Surgeon-in-Chief, Mount Sinai Hospital 
CLEVELAND, OHIO 

The very fact that peptic ulcer has maintained 
such a prominent place in medical literature is evi- 
dence that many questions concerning this complex 
problem are still unsolved. A perusal of the vol- 
uminous literature not only fails to bring enlighten- 
ment, but adds to the confusion, and creates the im- 
pression that there are as many opinions as there are 
writers. From the surgical point of view, the dis- 
cussion concerns both the operative indications and 
the type of operation to be employed. It will be 
my endeavor to answer the above two questions, 
upon which, I believe, it is now possible to have a 
common understanding. The more disputed ques- 
tions I shall leave for a subsequent communication. 

The operative indications for the various types of 
ulcer will be discussed in the following sequence: 
(a) Perforated Ulcer; (b) Bleeding Ulcer; (c) 
Penetrating Ulcer; (d) Non-penetrating Ulcer. 

The above classification, although different from 
that in general use, is made advisedly, for it is based 
on the pathology of the ulcer rather than on its 
anatomical situation. It makes little or no differ- 
ence, so far as the surgical indications are concerned, 
whether the ulcer is situated to the right or the left 
of the pylorus. For, it is not the anatomical situa- 
tion which makes for chronicity and persistence of 
symptoms, but rather the individual characteristics 
and morphology of the ulcer. Superficial, acute 
ulcers heal.spontaneously wherever they are situated. 
Chronic, deep ulcers show little or no tendency to- 
ward spontaneous healing, irrespective of whether 
they are situated in the duodenum, stomach, or 
jejunum. 

Bleeding is another symptom not influenced by the 
anatomical situation, and the same might be said for 
practically all symptoms. 

In diseases of other organs, it is not the anatomical 
situation that determines the treatment, but rather 
the pathology. For instance in pneumonia, it makes 
no difference whether the lesion is located in the 
left, right, or both lungs; it is the pathological 
process that dictates the treatment. In my opinion 
the failure to apply this principle to peptic ulcer 
causes the existing confusion. 

As the danger of general peritonitis from acute 
perforated peptic ulcer is universally recognized, im- 
mediate operation for its prevention is no longer 
questioned by anyone familiar with this subject. 


BLAHD—PEPTIC ULCER 


Marcu, 1926 


But the type of remedial operation is still a more 
or less open question. 

sBleeding ulcer, as the name implies, is one which 
is accompanied by hemorrhage. Under this heading, 
however, will be considered only such ulcers as 
give rise to actual, frank hemorrhage as microscopic, 
or occult blood may be found in all types of peptic 
ulcer. It is almost axiomatic with the medical pro- 
fession that ulcer hemorrhage never ends fatally, 
and that, if the patient is placed at rest, and well 
morphinized, the bleeding will cease of its own ac- 
cord, the theory being that eventually the blood pres- 
sure will reach such a low ebb, that the patient will 
cease to bleed. 

However, of late years, the fallacy of this belief 
has been proven by reports, from various sources, 
of numerous instances of fatal internal hemorrhage. 
It has been the misfortune of the writer to see two 
such cases. Bleeding resulting from peptic ulcer 
can generally be checked by such remedies as rest 
in bed, morphine, gastric lavage with a weak solu- 
tion of silver nitrate, and blood transfusion. But, 
when these remedies do not bring about the de- 
sired result, it is a mistake to permit the patient to 
continue to bleed, in the hope that the hemorrhage 
will finally cease of its own accord. Undoubtedly 
a certain number of patients, who might otherwise 
be saved by a timely and well-directed operation, 
are lost. 

The reluctance to operate in such cases is due to 
two facts: (a) the patient is generally in such an 
extremely grave condition that operation seems too 
hazardous; (b) after the abdomen is opened, it is 
impossible to find the offending vessel. But these 
objections no longer hold water, since it is now pos- 
sible, by the judicious use of blood transfusion, to 
improve the patient’s condition to such an extent that 
he is able to stand the most formidable operations. 
Of course, such operations should be carried out 
under local anesthesia. As regards the second ob- 
jection, the difficulty of finding the bleeding-point, 
this too is no longer valid, as the vessel can be auto- 
matically removed by resection of the offending 
area, This operation, although very extensive, 
offers the patient a better chance of recovery than 
the more conservative treatment of permitting the 
hemorrhage to check itself. Needless to say, such 
operations should be reserved for only the most 
grave cases. The conclusion, then, is that bleeding 
ulcer with uncontrollable hemorrhage is an indica 
tion for operation, and the operation to be employed 
is resection of the ulcer-bearing area. 

Penetrating ulcer is a type which is characterized 
by its chronicity and its resistance to all forms of 
medication. It has a punched-out appearance with 
smooth, hard, calloused edges. Its base is covered 
with a gray, adhering exudate, and when an attempt 
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js made to remove this exudate, bleeding results. 
As its name implies, it penetrates into the deeper 
layers of the organ in which it is situated, fre- 
quently extending to the visceral peritoneum, and 
at times perforating this serous membrane and in- 
volving the neighboring organs, such as the pan- 
creas, spleen, colon, gallbladder and liver. 

As in the case of other peptic ulcers, there are 
periods of remission, and feeling of well-being, but 
the symptoms always recur and, sooner or later, 
these ulcers undergo either subacute or acute per- 
foration. Repeated fluoroscopic examinations show 
that this type of ulcer never change for the better. 
If there is any change at all, it is for the worse, 
that is, the ulcer increases in size, penetrates deeper, 
shows more evidence of inflammation, and eventu- 
ally causes obstruction of the pyloric outlet. I have 
observed a number of such cases for periods greater 
than five years, and in none of them have I ever 
seen the slightest tendency toward healing, in spite 
of a most careful dietary and medical regimen. 
Similar observations have been made by many others, 
both in this country and abroad. 

The appearance of these ulcers in the gross sug- 
gests the impossibility of any method of healing 
short of excision. They are comparable to those 
intractable varicose ulcers that require skin-grafting, 
with this difference, however, that peptic ulcers are 


not only subjected to circulatory disturbances, which 
make healing difficult, but are also subject to the 
constant irritating action of the acid stomach secre- 
tion, which latter fact practically precludes the pos- 


sibility of spontaneous cure. Here, again, there is 
a definite indication for operation, which, in order 
to be successful, must consist of at least excision of 
the ulcer. 

In the non-penetrating type, the operative indica- 
tions are less clear. Erdheim of Vienna, from ob- 
servations made on an extremely large amount of 
autopsy material, reported that duodenal ulcers of 
this type never heal spontaneously, in contradistinc- 
tion to gastric ulcers which frequently heal of their 
own accord. Naturally this observation, if correct, 
would bring all duodenal ulcers into the field of 
surgery. Clinical experience, however, does not 
seem to bear out the above observation, since, at 
least from the gross appearance, healed ulcers of 
this type have been found where it has been neces- 
saty to open the abdomen for other reasons. So 
until more evidence of the correctness of this belief 
is produced, it seems best to subject all non-pene- 
trating ulcers to at least two or three intensive 
medical cures. If these fail surgery should be re- 
sorted to. Especially is this true of gastric ulcer, 
where the danger of carcinoma must always be con- 
sidered, a danger which, however, has been greatly 
overestimated by most American surgeons. 
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Jejunal ulcer of the non-penetrating type is con- 
ceded, even by the internist, to be surgical. 

The best indication of the unsettled state of af- 
fairs regarding the choice of operation is the num- 
ber of such operations that have been devised—to 
wit: gastro-enterostomy, with or without excision 
of the ulcer; Finney’s pyloroplasty; Horsley’s 
pyloroplasty ; gastro-enterostomy with exclusion of 
the pylorus; cautery excision; sleeve resection ; and, 
in more recent years, antrectomy. Every one of 
these methods has its adherents, but, for some rea- 
son or other, the results from the same kind of 
operation have been vastly different in the hands 
of different operators, with the one exception of 
antrectomy. Here the excellence of the results ob- 
tained have been acclaimed by all who have used this 
method, dissenting criticism coming only from those 
who have never tried it. The reason for these uni- 
formly good results lies in the fact that antrectomy, 
Or as it is more commonly calied, partial gastrec- 
tomy, uniformly accomplishes certain results which 
the other types of operation either do not accomplish 
at all or bring about only in the exceptional case. 
For this type of operation not only removes the 
actual lesion, but also renders inocuous the factors 
that make for chronicity and recurrence. 

Irrespective of what the actual etiology of peptic 
ulcer is, this much is certain at the present writing, 
that the hydrochloric acid and pepsin contained in 
the gastric secretion, play a part in the initial ero- 
sion of the area of mucosa which has been previous- 
ly rendered susceptible to the action of these chemi- 
cals by either circulatory disturbances, trauma, bac- 
terial invasion, etc., and that, once this erosion is 
definitely established and an ulcer formed, these 
very same agents prevent the ulcer from healing. 
Regarding the foregoing, there should be complete 
accord. ‘Lhis fact gives a rational basis for an ulcer 
therapy. It naturally follows that any method that 
is to cope successfully with this interesting disease 
must have as its underlying basis the abolition of, or 
at least a marked reduction in, the gastric acidity, a 
phenomenon which at the same time renders the 
pepsin inactive. That this can be accomplished by 
pylorus- and antrum-resection was shown success- 
fully by Pavlow and his coworkers. 

Clinically this fact has been demonstrated by 
Schnur and Plaschkes. Examining the cases of 
Hans Lorentz, they were able to demonstrate a 
marked reduction in gastric acidity, the free hydro- 
chloric acid frequently reaching zero. Kelling 
demonstrated similar results, as did Berg of New 
York. In our own material we found a complete 
absence of free hydrochloric acid in every case of 
antrectomy, the combined acid never going above 
25. Such results cannot be obtained by any other 
known method. 
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Gastro-enterostomy causes a reduction in gastric 
acidity only in the exceptional case. When it does 
occur, it is due to a regurgitation of bile, as is shown 
by the yellow color of the gastric juice. As far as 
is known, there is no method of gastro-enterostomy 
by which this much-sought-for regurgitation of bile 
can be uniformly accomplished. Consequently, this 
type of operation, as far as the reduction of acidity 
is concerned, must be considered a hit-and-miss af- 
fair, because it does not fulfill the basic principle 
upon which the surgery of peptic ulcer is founded. 
What is true of gastro-enterostomy is also true of 
the various pyloroplasties. 

Sleeve resection has the additional disadvantage 
that it greatly interferes with the motor function 
of the stomach, since it removes that portion of the 
lesser curvature in which the apparatus for the 
originating of the motor impulses is situated. 

Roentgen examination also reveals the fact that, 
in most instances none of these operations uniformly 
secures prompt and complete drainage of the stom- 
ach, a tactor which is considered of great impor- 
tance by the adherents of these indirect methods. 

In gastric resections, with Billroth method 1 or 2 
and their many modifications, this essential is al- 
ways accomplished. The infrequency of jejunal 
ulcer following gastric resection is another point in 
its favor. Whereas this jejunal complication occurs 
in about 5% of gastro-enterostomies, and about 
17% of gastro-enterostomies with exclusion of the 
pylorus, its incidence following gastric resection is 
so rare that for practical purposes it can be disre- 
garded. 

Theoretically at least, from the above, the case 
against gastro-enterostomy seems to be firmly 
established. Clinically the evidence is even more 
convincing. The bad results following a consider- 
able number of gastro-enterostomies and the various 
pyloroplasties are familiar to anyone who is active 
in a gastro-intestinal clinic. In fact such results 
are seen so often that they become rather common- 
place. During the last two months, I have seen 
four cases of gastro-enterostomy in which the symp- 
toms have either not been relieved at all, or have 
become markedly aggravated, and in two of these 
cases a jejunal ulcer was present. That these poor 
results were not due to faulty technique is proven 
by the fact that three patients had been operated 
upon in three of the largest and best clinics in this 
country, the fourth by one of the master surgeons 
of Europe. 

Such results as these, which perhaps do not come 
to the attention of the original operator unless he 
has an accurate follow-up system, have caused a 
certain group of surgeons to undertake the more ex- 
tensive operation of partial gastric resection. The 
best proof of the efficacy of this operation is the 
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uniformly good results obtained by von Haberer, 
Hans Lorentz, Hans Finsterer in Europe, Berg, 
Meyer, and Strauss in this country. Its dangers 
as compared with those of the indirect type of opera- 
tion have been greatly overestimated. As a matter 
of fact, with the judicious use of local anesthesia, 
and an improved technique, the immediate mortality 
is little, if any, in excess of gastro-enterostomy. In 
1922, von Haberer reported a series of 99 consecu- 
tive cases without a single death. Our own results 
with this method have fully measured up to the 
standard and will be reported in detail in a sub- 
sequent communication. 

To summarize : 

1. Perforation is always surgical. 

2. Bleeding ulcer, with frank, copious hemor- 
rhage which does not respond to ordinary internal 
medication, should be treated with partial gastric 
resection after preliminary blood transfusion. 

3. Penetrating gastric ulcer is always surgical. 

4. Non-penetrating ulcer becomes surgical when 
two or three well-planned and internal treatments 
have failed to bring about a cure. 

5. Gastric resection fulfills the physiological re- 
quirements necessary to the cure of peptic ulcer. 

6. Clinical experience has shown that the cure 
of peptic ulcer is uniformly accomplished by 
antrectomy. 


INTUBATION OF THE ESOPHAGUS FOR 
CARCINOMATOUS STRICTURE 


MERVIN C. MYERSON, M.D. 
NEW YORK 

Our knowledge of cancer and the means to com- 
bat it have been of little value in the relief of 
esophageal cases. Only occasionally do we hear of 
a brilliant surgical attempt at the resection of the 
esophagus in its cancerous portion. That there are 
on record a few successful surgical endeavors by 
such men as Lilienthal*, Torek™, Hedblom’, and 
Eggers', is indication that surgical cure is possible. 
It also indicates that early recognition and early 
surgical treatment are essential toward effecting a 
cure in these cases. Unfortunately, a very large 
majority, perhaps ninety-five per cent. or more of 
these sufferers do not appear for relief of their 
symptoms until the disease has progressed consider- 
ably. It is unusual for the attending physician to 
encounter a patient with esophageal carcinoma when 
the history covers a period of less than three months. 
At the time when the patient presents himself the 
lesion is usually quite extensive and metastases may 
be present in the mediastinal glands; therefore the 
only means at our command for the possible cure of 
such a lesion can hardly be applicable in most in- 
stances. Unless these esophageal malignancies are 
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seen very early the prospect of a surgical cure is 
very poor indeed. 

The result is that practically all of the patients 
who present themselves with carcinoma of the 
esophagus, become subjects for palliative treatment 
only. That palliative treatment which offers the most 
should therefore be resorted to. The treatment is 
primarily concerned with the symptom that brings 
the patient to the physician. This symptom is 
dysphagia, which is progressive. When the esopha- 
gus begins to narrow so that the swallowed food 
stops and causes pressure above the point of con- 
striction, these patients complain of pain. In the 
ulcerative type of carcinoma, bleeding may occur. 

There are two general plans of procedure designed 
for the relief of the dysphagia. One offers to main- 
tain the pathway of the esophagus by dilatation 
alone, or by dilatation and intubation ; the other dis- 
regards the natural esophageal passage and creates 
a new means for the entrance of food into the 
stomach—gastrostomy. Gastrostomy has been re- 
sorted to universally, and continues to be so em- 
ployed. 

Dilatation or dilatation and intubation are used 
by a few, notably Vinson and Moersch’?, Symonds®, 
Guisez? and Souttar®. 

Gastrostomy entails a major surgical procedure, 
hospitalization for one to three weeks, the necessity 
of nursing attention and the embarrassment and dis- 
comfort of feeding through a tube outside of the 
body. Gastrostomy also carries with it a fair mor- 
tality because of the poor surgical risks these pa- 
tients become when seen late in the course of their 
disease. 

Last year Vinson and Moersch reported their ex- 
perience with the dilatation of carcinomatous stric- 
tures. They have been using graduated sounds 
which are guided through the malignant stricture 
over a previously swallowed thread. They are con- 
vinced that dilatation can be done with greater 
safety and less discomfort, and with greater relief 
than gastrostomy. The only element of danger in 
the use of this method is that dilatation, when car- 
tied out through an area of impending spontaneous 
Tupture may split the esophagus. Vinson and 
Moersch had three such fatalities in a series of 502 
dilatations. During the same period three fatal 
spontaneous perforations occurred in a group of 75 
cases in which dilatation was not performed. 

The method which I advocate is the intubation 
of the esophagus after a sufficient space has been 
made for the placement of a tube. The intubation 
of a carcinomatous stricture of the esophagus was 
first accomplished by Krishaber® of Paris. In 1881 
he reported the successful use of this method in four 
patients. Krishaber and those who followed him 
used caliber catheters, usually about 4 mm. in dia- 
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meter. These were passed over a guiding rod of 
some kind and introduced by means of it. In 1884 
Charter Symonds® utilized five inch sections of red 
gum urethral catheters which were blindly but gently 
introduced into the stricture area with the aid of an 
ordinary bougie. Symonds? still uses this pro- 
cedure. 

In rt911 Hill* used the esophagoscope through 
which he dilated the stricture with graduated 
bougies and introduced a rubber tube under direct 
vision. Guisez has been using rubber intubation 
tubes for a long time. Lynah’ used a short silver 
or rubber tube in three cases of upper esophageal 
malignancy with satisfactory results. Souttar has 
for some time used flexible, spiral-wound, German 
silver wire tubes, which he introduces through the 
esophagus. His tubes are of larger dimensions than 
those employed by his predecessors, the larger being 
ten millimeters in diameter. 

I use tubes of solid German silver which are im- 
planted through the esophagoscope after the carcino- 
matous area has been dilated with the Plummer 
bougies over a previously swallowed string. This 
is practically the same as the Hill technic, with the 
exception that Hill does not seem to have used a 
string. The tubes are oval and funnel-shaped at the 
upper end. They measure 10 mm. by 6 mm. and 
15x10 mm. in cross section. They vary in length 
from three inches to four and one half inches. 

Briefly outlined the technic is as follows: On the 
day before the patient is given five or six yards of 
button hole twist “D” to swallow. After prelimi- 
nary fluoroscopic and roentgenologic study, esophag- 
oscopy is performed and a threaded bougie is passed 
to ascertain the exact upper limit of the constric- 
tion. This is of value later in ascertaining the 
proper placement of the silver tube. The Plummer 
bougies are now introduced over the string and the 
stricture is dilated. When the esophagoscope will 
no longer permit the passage through of the next 
larger bougie, the esophagoscope is withdrawn and 
dilatation carried out with the string as the only 
guide. This is perfectly safe for by now a lumen 
permitting the passage of 39 F. bougie has been 
established. After dilatation to a 45 F. measure- 
ment, the intubation tube is dropped into the esopha- 
gus either ahead of the esophagoscope or through 
it and it is implanted into the dilated area. 

The patient is shortly after referred for fluoro- 
scopic and roentgenologic study to conform the 
proper placement of the tube. 

The tube usually stays in place very well. It 
may become dislodged or the neoplasm may extend 
above or below its limits. In such a case esophag- 
oscopy and proper adjustment of the tube becomes 
advisable. The tube does not seem to ulcerate. It 
seems rather to canalize the growth and is held in 
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place by the infiltrative process. The possibility of 
splitting the esophagus is a remote one, and it is my 
feeling that bouginage, when done in the earlier 
stages and under esophagoscopic guidance, is quite 
safe. The tube becomes black but that does not seem 
to matter. Patients are advised to follow the semi- 
solid food which they may swallow with small drinks 
of fluid. 

These tubes may stay in place indefinitely, and are 
in no way uncomfortable to the patient. He can 
now sit at the table and eat as before. He needs 
no special nursing care, he has no post-operative 
wound, is out of the hospital at the end of forty- 
eight or seventy-two hours, and is still utilizing his 
natural passages for the ingestion of his food. 

The following case reports illustrate the value of 
this procedure: 

Case tr. J. H., male, age 48, was transferred to the serv- 
ice of Dr. Arrowsmith at the Kings County Hospital, 
August 10, 1925, with obstruction in swallowing, regurgita- 
svmptoms began four months before. The roentgenogram 
tion of food. epigastric pain and loss of weight. His 
showed an obstruction in the middle portion of the esopha- 
cus, and esophagoscopy an obstructing cauliflower mass. 
A specimen removed was reported squamous cell carcinoma. 
On this day the stricture was dilated with the Plummer 
hougies over a previously swallowed string and a 10x6 
mm. tuhe was introduced into the involved area. Roent- 
gen study showed that the barium mixture extended both 
through and around the tube. The patient was able to 
swallow chopped beef and cereals. In the beginning. slight 
difficulty was experienced during the act of swallowing. 
The patient accounted for this by the fact that he seemed 
to swallow twice before the food passed through the tube. 
He continued to swallow well, but became weaker. Sixty- 
nine days after the implantation of the tube, while he was 
fairly comfortable, he had a massive hemorrhage from the 
esophagus to which he succumbed in a few minutes. The 
carcinoma had probably perforated his aorta. No autopsy 
could he obtained. 

Case 2. J. B., male, age 43, was admitted to the service 
of Dr. Arrowsmith, December 3, 1925, with progressive 
difficulty in swallowing which had begun in September. He 
had a more or less constant pain in the right shoulder, and 
had lost about fifteen pounds. Roentgenograms showed an 
obstruction af the level of the fourth thoracic vertebra. 
Fluids trickled through the obstruction very slowly. At 
esophagoscopy, December ath, a firm obstructing mass was 
encountered 26 cm. from the upper incisor teeth. A speci- 
men removed was reported as squamous cell carcinoma. At 
this time a moderate degree of dilatation was carried out 
so that the patient could swallow more freely. Three 
days later dilatation was repeated and a large size (3%4”) 
tube was implanted in the involved area. Fluoroscopic and 
roentgenographic study showed that the tube was well 
placed and that barium passed through so rapidly that no 
shadow of it could bé produced on the roentgenogram. 
The patient was discharged six days later. After wearing 
the tube for sixteen days he returned complaining of severe 
thoracic pain. Esophagoscopy was performed and the tube 
was readjusted with complete relicf. He was again 
swallowing well. 

On January tst, the 25th day of intubation, he was re- 
admitted with a complaint of an almost sudden inability 
to swallow even liquid food. He was esophagoscoped, the 
tube was removed, bougies were readily passed into the 
stomach and the tube was again inserted. With the patency 
of the esophagus established, it was noticed that the patient 
was unable to swallow because a mass of involved glands 
in the left side of the neck deflected the swallowed food 
into the larynx. Gastrostomy was therefore decided upon. 
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At operation it was found that the carcinoma extended 
down into the stomach. A jejunostomy was therefore per- 
formed. Attention is called to the fact that the carcinoma 
probably extended from just below the crico-pharyngeal 
area down into the stomach. The patient died January 4th, 
three days postoperative. During the last few days of life 
the carcinoma appeared to be very active. 

Case 3._ I. R., male, aged 54, was referred to me by Dr, 
I. W. Held. He presented a history of dysphagia, dating 
back eighteen months. For four weeks there has been 
a definitely progressive inability to swallow. Esophag- 
oscopy and intubation were carried out—a 10x6 mm. tube 
three inches long, being implanted in the involved area. 
Fluoroscopy and roentgenographic study showed that the 
tube was well placed and that barium passed through and 
around the tube. This patient has returned to his home 
in Connecticut. He is able to swallow soft foods and 
seems fairly comfortable. 

Case 4. I. G., male, age 50, was referred to me by Dr, 
S. Volet of Liberty, N. Y. He had progressive difficulty 
in swallowing for three months. Upon esophagoscopy a 
cauliflower-like mass was encountered 27 cm. from the 
upper incisor teeth. Laboratory study proved the existence 
of a squamous cell carcinoma. The stricture was dilated 
and intubated. Three days later the tube became displaced 
and caused pressure symptoms in the upper esophageal 
region. The strictured area had already become canalized, 
however, and the patient was able to continue to swallow 
semi-solid foods until he died 117 days later. 
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RECURRENCE OF CALCULI IN THE GALL-BLADDER. 
Although cholecystostomy is satisfactory in the 
majority of cases, symptoms continue to recur in 
too many instances to warrant its performance €X- 
cept in special cases. Usually the symptoms in these 
cases are due to the continuance of the infection in 
the gall-bladder, or to the secondary formation of 
stones.—E. Starr Jupp in Minnesota Medicine. 
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PROGNOSIS IN BURNS AND SCALDS 
GEORGE T. PACK, B.S., M.D. 


Lecturer in Minor Surgery, The School of Medicine 
University of Alabama 


UNIVERSITY, ALA. 

Burns and scalds should always command a 
guarded prognosis. In case of an extensive burn 
the patient can never be reckoned safe until the 
whole has been fairly cicatrized. By a great and 
protracted struggle the system may have sufficient 
power to effect epidermization and then may suc- 
cumb as if exhausted in the effort. The prognosis 
varies with a series of influential factors, which are: 

1. The nature of the burning agent. 

2. The age, sex, occupation and individual toler- 
ance of the patient. 

3. The extent of the body surface affected. 

4. The degree of depth of the burn involvement. 

5. The particular regions of the body burned. 

6. The incidence of unusual and _ significant 
symptoms has a grave’ prognostic import. 

Scalds are more serious, area for area and depth 
for depth, than thermal traumas due to dry heat. 
Scalds are responsible for the worst sloughs. Ex- 
tensive powder burns are said to be peculiarly 
dangerous. Gasoline burns are the most painful. 
Exclusive of Réntgen-ray dnd radium burns, elec- 
trical burns are the slowest to heal’. 


The younger the patient, the more series are the 
symptoms and the higher is the mortality, for chil- 


dren withstand burns poorly. Old age is more 
liable to succumb to the exhaustion attendant upon 
a slow and laborious healing, but is comparatively 
free of the congestion and reactionary inflammation 
which complicate the burn injury in younger and 
more robust individuals. Burns are more serious 
in women than in men. 

Shepard is much impressed with the little known 
factor. of individual resistance or tolerance?. The 
regro has less visceral affection and symptoms than 
the white man, the brunette less than the blonde. 
The difference here can be attributed to the quali- 
ties of skin texture®. The vigorous and healthy in- 
dividual ordinarily has the best chance of recover- 
ing, for although he is most liable to excessive in- 
flammatory changes because of his physical make- 
up, he is best equipped to combat and subdue that 
inflammation. Any debilitating disease or influence, 
such as tuberculosis, nephritis, chronic alcoholism, 
malaria, arteriosclerosis, inanition, etc., lowers the 
constitutional resistance of the patient and con- 
sequently diminishes the margin of safety*. Those 
individuals engaged in banking, clerking or the so- 
called “gentlemanly pursuits” have not the same 
quantity and quality of resistance as found among 
iroa workers, stevedores or others engaged in 
manual labor. 
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The depth of a burn is not relatively so import- 
ant as the extent of surface involvement. Quoad 
vitam, the more extensive a burn, the more unfavor- 
able is the prognosis. The mortality from primary 
wound shock in burns, is greater than in any type 
of traumatic wound, because the skin denudation and 
its consequent exposure of the myriads of sensitive 
nerve terminals, permit constant irritation and gross 
insult to the nervous system®. Assuming equivalent 
total areas and degrees, multiple and scattered burns - 
have graver prognostic importance than a single 
continuous burn, because the former, although ulti- 
mately healing quicker, is less conducive to rest and 
interferes with the ease of dressing. Smart states 
that a burn involving 350 square inches of body 
surface may be fatal. Of the 298 Japanese soldiers 
killed or injured at the battle of Yalu, a larger num- 
ber had received burns covering an area more than 
one third of the body; only two out of fifty-seven 
of this class recovered (Susuki)*. The following 
series of estimates are arbitrarily given. All burns 
of the first degree are fatal if two-thirds of the 


‘body surface is involved. All burns of the second 


degree are fatal if one-half of the body surface is 
involved’. All burns covering one third of the body 
surface are extremely serious if not imminentiv 
fatal. All burns involving one-tenth of the body 
surface should be considered serious. Burns of the 
fourth and fifth degrees ar esata ined with severest 
toxemia, because of the atag@ieteaf tissue destruc- 
tion; quoad functionem# com 

tion, because of the cicatrit ic 


erysipelatous inflammation, but are not so often fol- 
lowed by cerebral mischief as one would think. 
When the burn is limited to the extremities or to 
the back, where the thick dorsal muscles serve as 
effectual protection to the subjacent viscera, the out- 
come is encouraging. However, burns of the abdo- 
men, with the dangerous visceral proximity, have the 
highest mortality. Burns of the genitalia, the an- 
terior thoracic surface and the face (over the area 
of trigeminal distribution) cause symptoms and 
dangers far out of proportion to their area allot- 
ment. Mucous membrane involvement, especially 
of the pharynx and larynx, adds to the gravity of 
the case. Burns of the flexor surfaces are more 
series than on the extensor surfaces. 

The first week after the accident is the ‘most fatal 
time period in burns. The appearance of patho- 
logical cleavage products of body proteins (albu- 
moses, etc.,) in the urine is of grave prognostic im- 
port®. Convulsions are practically always fatal. Re- 
curring or persistent vomiting is an ominous sign. 

Repeated estimates of the relative concentration 
of the blood (as measured by hemoglobin values) 
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give excellent and utilizable criteria for prognostic 
evaluations. The extent of concentration of the 
blood compatible with life depends in large measure 
on the interval during which concentrated blood is 
maintained. An increase of 40 percent. of the nor- 
mal value is incompatible with life if maintained 
for an extended period. When concentration 
reaches 125 percent. of the normal value, conditions 
for the maintenance of life are becoming precarious’. 
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MULTIPLE POLYPOSIS OF THE COLON. 
CONSERVATIVE TREATMENT. 
A CASE REPORT* 
DESCUM C. McKENNEY, M.D., F.A.C.S. 
BurFFALo 


Married, began in 1914 to have 
diarrheal attacks at: inféryals of several months, lasting 
two to three days at @@time, during which he would have 
two to five fluid s daily. 

In 1916 the stools imcreased to six to ten during the 
day and two to three at night, lasting for a week, with 
intermissions of only two weeks. On May 25, 1016, he 
had an operation for double inguinal hernia. Following 
this, he averaged two to three stools a day for a period of 
four years; for a short period during that time he had as 
many as six. 

During the years 1920, 1921, 1922 and 1923, he averaged 
seven to ten stools during the day and three at night. 
He lost twenty pounds in weight. 

In this ten-year period he claims never to have had a 
formed stool and never to have passed any blood, mucus or 
gas, but only fecal-stained fluid stools. 

An evacuation always followed ingestion of food which, 
he says, frequently came through undigested. 

He had consulted many physicians. Only one made a 
digital examination of the rectum and he found nothing. 
An x-ray examination of the colon, according to the pa- 
tient, showed nothing remarkable. 

The treatment consisted in the administration of drugs 
only. Also, on his own counsel, he attempted bowel irri- 
gations, ineffectually, however, because he was unable to 
retain the water. 

At one period he failed to have any stools for five 
days, passing only a little gas, and his temperature rose 
to 102° F. He received many rectal injections of oil with- 
out avail. His surgeon, assuming that he had an obstruc- 
tion of the bowel due to adhesions, on October 9, 1923 
again operated upon him. For five days after the operation 
he had no bowel movement until the administration of a 
large dose of castor oil brought thirteen bowel move- 
ments in rapid succession. Following this he averaged 
five fluid stools daily with no blood or mucus, but with 
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considerable increase of gas. By this time he had also 
developed a new symptom, cramps. Despite this, he showed 
a gain in weight of thirty pounds, probably due to his en- 
forced rest; but in the following eight months he lost 
thirty-six pounds. He became much weaker and was 
able to work only part time. His appetite remained good. 
Gas was increased, however, by certain articles of food, 
such as cabbage, pickles, oranges and apples, the latter 
two passing through undigested in one and one-half to 
four hours. 

On September 30, 1924 the patient was referred to me. 
At this time he was having five to six fluid fecal-stained 
bowel movements during the day and two at night, with 
severe cramps in the lower left quadrant of the abdomen. 
Still the stools failed to show any macroscopic blood or 
mucus, if the patient’s observations were correct. 

Examination at this time showed a poorly nourished man, 
5’ 9” tall, weighing 125 pounds. An ano-rectal fistula was 
found, with one internal and two external openings on 
the left side. The lower twelve inches of the large bowel 
was found to be thickly studded with variously sized, pedun- 
culated and sessile polypous growths, from the size of a 
grain of wheat to that of a walnut. Many of the smaller 
ones were sessile and had the appearance of being in- 
flamed, whereas the larger ones were pedunculated, irreg- 
ular:tumor masses. The smaller ones, at examination, were 
more easily injured and bled more readily than the larger. 
No ulceration was seen. 

X-ray pictures of the colon, taken October 11, 1924, 
and February 9, 1925, showed hesitation in filling at the 
junction of the iliac and pelvic portions of the colon to- 
gether with a mottling, practically throughout the whole 
colon, resembling the moth-eaten appearance of the 
malignant stomach. The Wassermann reaction was nega- 
tive. There was no eosinophilia. His hemoglobin was 
84%. 

TREATMENT 

By mouth he was given mineral oil, agar agar, tincture 
of iodine, carbolic acid, and ‘charcoal. Enemata of water 
were given morning and evening. 

In the office, at frequent intervals, there were removed 
with a snare through a colonoscope, from three to twenty 
polypi, a total up to the present time, of four hundred and 
eighty-one. 

In about three weeks following the institution of this 
treatment he had fairly well-formed stools which were re- 
duced in number, as at present, to two or three a day 
and no evacuations at night. In about six weeks the pa- 
tient gained twenty pounds, but he continued to have cramps 
until about March 1, 1925. At this time, as a result of 
the removal of a great many smaller polypi lower in the 
bowel, there came into view, in an angle of the pelvic 
colon about twelve inches from the anus, a polyp with a 
broad base and the size of a very large walnut. This was 
removed piecemeal, on different days, with great difficulty 
and under fear of doing serious damage. There was con- 
siderable hemorrhage at the time and some discomfort 
to the patient for a day or two after this operation. 

This, however, relieved the cramps, which had_ been 
getting progressively more severe, for the previous month 
or two, during which time the man’s weight had dropped 
to 132 pounds, which it is now. About the middle of 
April he had a slight return of the cramps and again, 
from near the site of the large polyp mentioned above, 
another fairly large one was removed, and since then all 
cramps have disappeared. 

It is interesting to observe that, while earlier in the 
course new polypi were seen to crop up from time to time, 
following the removal of the large obstruction growths no 
new formation of polypi occurred, at least not in the lower 
twelve inches, and the few remaining stumps almost ¢n- 
tirely disappeared. It is therefore possible that the pro- 
cess has become arrested, but as the roentgenogram has 
indicated trouble higher in the colon, this favorable result 
can only be hoped for. He has now only two, or_at most 
three well-formed stools a day and no cramps. He has 2 
good appetite, is working every day at his trade as 4 
moulder and feels very well indeed. 
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Many of the polypi were submitted for pathological 
examination and the reports by three pathologists, at dif- 
ferent times, were: benign fibroadenomatous polyps, some 
with evidence of inflammation. No suspicion of malignancy 
has been found, although in these cases undoubtedly it is 
quite common. 


Regarding the origin of the polypi in this case, 
all general speculations concerning polyposis of 
the intestine may be applied here. Essentially 
these polypi represent tumors and would require 
some inherent predisposition on the part of the 
patient to develop such tumors, yet, in view of 
recent experimental work on cancer, it seems that 
long continued irritation alone is sufficient to pro- 
duce polypous growths, in the mucosa of the 
stomach of the rat for instance (Fibiger). It is 
quite possible that the polyposis is a late develop- 
ment and the direct result of a long-continued 
irritation which was responsible for his protract- 
ed diarrhea. The nature of the irritation has not 
been discovered. 

1250 MAIN STREET. 


DAMAGED LEGS AND FEET 


BENJAMIN BRABSON CATES, M.D. 
KNOXVILLE, TENN. 

It took hundreds of years for women to eman- 
cipate themselves from the vogue of tight corsets, 
hoop-skirts and bedraggled trains for the more sensi- 
ble togs that permit freedom of action and un- 
fettered play of the muscle, albeit brevity in drap- 
eries is sometimes carried to extremes. 

However wholesome the mutations of fashions, 
the elimination of impedimenta is not always radical 
enough, since substitutions may be more vicious 
than discarded rigs. 

The wisdom of parents is commendable in the 
studied care with which they dress the youngsters 
in clothes suitable to the development of the body 
and to meet the variations of the weather, in shoes 
that permit free play for the growth and develop- 
ment of the feet. 

To get down to fundamentals, rolled stockings 
for women and tight garters for men are ruining 
thar iegs. ‘Lhat is, they are producing varicose 
veins, which are predisposing factors in causing 
tired legs, phlebitis and ulcers; while high heels, 
narrow soles and pointed toed shoes, by cramping 
and changing the form of the pedal extremities, 
limits the tree action of bones and muscles, thereby 
causing flat-ieet, hammer-toes, bunions and calluses. 
It is rare to see an adult with perfect feet and the 
€xpianation is near if one compares the patient’s 
feet with the shoes he wears. 

{ am consulted by patients—and such cases seem 
to be increasing—who complain of tired, painful 
legs, who have incipient, or well developed varicose 
Veins, 

It is granted that patients with foot trouble often 
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have varicose veins, and suffer from tired legs; 
but I have seen patients with tired and painful legs 
sufficiently often who had good feet, to warrant me 
in concluding that varicosities may occur independ- 
ently of the feet. 

While I have been consulted by both sexes for 
leg trouble the majority of patients have been wo- 
men. Two patients, both women, especially engaged 
my attention, because they are fairly representative 
of those seeking relief, and because also, they both 
had fine family and personal histories. They were 
both middle aged, nulliparous married women, with- 
out pelvic or abdominal trouble. 

One had on her right leg an external saphenous 
vein as large as an ordinary lead pencil, terminating 
in a sac-like enlargement on the back of the thigh, 
three or four inches above the popliteal space and 
the size of an English walnut. She could give no 
rational account of what caused it, denying any 
sickness or injury. I was puzzled to explain it 
until I saw another case later on when I concluded 
rolled stockings might be the malefactor. 

Another patient, a woman, had three veins the 
size of a lead pencil on the outside of her left leg 
extending from the external malleolus to just 
below the knee, where they united and continued as 
one vein over the popliteal space, to the middle 
of the back of the thigh, where it formed a sac, or 
knot, the size of one’s thumb. 

That in both patients the veins should continue 
beyond the natural termination in’ the popliteal 
space, to a sac on the back of the thigh, was some- 
what perplexing, though no doubt there were com- 
municating branches to the popliteal veins. 

Both patients wore rolled stockings and each 
claimed the trouble came on without warning and 
developed in a few days. 1 suspected the trouble 
had been brewing a long time, and attracted atten- 
tion only when symptoms developed. 

I shall digress somewhat, to report a unique case 
of phlebitis in a large fat woman, sixty years old, 
a 5 para widow, in order to warn against violent 
purging in certain conditions such as piles or bowel 
troubles. While on a visit-in the West she was 
taken with diarrhea, followed by broncho-pneu- 
monia. Her physician ordered a large dose of 
liquorice powder, to which she demurred, as she 
had taken oil the night before with good results. 
However, owing to the importunities of her phiysi- 
cian and friends, she took the dose, which in a short 
time was followed by violent gripping, with purg- 
ing and tenesmus. She said she had about thirty 
evacuations. During one of the stools she had a 
sudden, severe pain in her left limb, which ex- 
tended from toes to groin. This pain was continu- 
ous for days, followed by swelling, which has kept 
her an invalid for nearly two years, and even now 
there is not much improvement in sight. 


1926 
also § 
owed 
5 en- 
lost 
was 
rood. 
‘00d, 
atter 
f to | 
me. 
ained 
with 
men. | 
qd or 
man, 
was 
on 
owel 
adun- 
of a 
aller 
in- 
rreg- 
were 
rger. 
the 
to- 
hole 
the 
ega- 
was 
cture 
ater 
oved 
enty 
| and 
this 
e re- 
day 
pa- 
amps 
It of 
the 
elvic 
ith a 
was 
culty 
con- 
fort 
been 
nonth 
opped 
le of 
} gain, 
bove, 
n all 
the 
time, 
s no 
ower 
t en- 
pro- 
has 
result 
most 
as a 
as a 
i 


62 AMERICAN 
JOURNAL OF SURGERY 


How much the broncho-pneumonia contributed 
and how great a part of the lesions of the rectum 
played in causing her trouble is conjectural, though 
I suspect the violent peristalsis, and tenesmus broke 
loose an embolus from some focus of infection in 
the bowels which lodged in the popliteal vessels, 
most probably the artery, as there was no enlarge- 
ment of the superficial veins. She had no pelvic 
trouble, and denied ever having typhoid fever. 

These cases and others I have seen led me to make 
an investigation on patients seeking advice for 
symptoms other than in the legs. Quite a number 
denied having enlarged veins until confronted with 
the evidence of varicosities, of which they were 
ignorant at the time. I explained the cause of the 
enlargement of the veins and also that sooner or 
later symptoms might develop that might prove 
serious unless rolled stockings and tight garters 
were discarded. 

1 am convinced from cases reported and others 
examined both with and without symptoms, that 
tight garters and rolled stockings have a malign 
influence toward causing varicosities, painful and 
tired legs. 

What has been said of deformed feet elsewhere 
was a casual reference, for it requires no argument 
to prove the cause and effect of ill-fitting footgear 
as a cause of damaged feet. 

‘The western world denounces the Chinese prac- 
tice of binding the feet of girls as cruel and in- 
human; yet we torture the feet of our men and 
women in footgear that ordinary intelligence would 
condemn. Th€ modern shoe is a monstrosity, 
especially women’s shoes. It is idle for physicians 
to denounce it as a factor in damaged feet because 
since time out of mind, doctors have fulminated 
against the habit of cramming a bushel of feet into 
a peck of shoes. But so long as the god of fashion 
dictates the style, just so long will his votaries fol- 
low his whims, 
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Effusion into the knee joint causes muscle atrophy. 
‘he atrophy and muscular weakness cause strains up- 
on the joint which produce further effusion, which 
in its turn causes further atrophy. A traumatic 
synovitis in the knee will persist until this vicious 
circle is broken by restoring the muscular tone to the 
quadriceps muscle, particularly the vastus internus. 
Massage helps to tone up the muscle and to get rid 
of the effusion. Active exercise of the muscle with- 
out the irritation to the joint by weight bearing is a 
great aid in recovery. Complete recovery of the 
muscle is essential—JameEs S. STONE in Southern 
!Medtcal Journal. 
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A FLATULENCE CATHETER FOR USE 
AFTER RECTAL OPERATIONS 
J. F. MONTAGUE, M.D., F.A.CS. 
NEW YORK 

We are all familiar with the “rectal tampon” or 
“plug” which formerly was used after every rectal 
operation to aid in the expulsion of flatus, and to 
control possible hemorrhage. Because this device was 
not adapted to the comfort of the patient, and its re- 
moval often induced more pain than the operation 
itself, it has been more or less generally abandoned. 

However, because of spasm of the sphincter fol- 
lowing any rectal operat:on, the retention of flatus 
often causes much distress and unaided expulsion 
of this flatus gives rise to acute discomfort. In 
many cases the use of the position described in the 
Journal of the A. M. A., 84, 1039, April 4, 1925, 
under the title of “A Position of Maximum Com- 
fort in Cases of Rectal Disease,” will accomplish 
the easy expulsion of this gas and give great com- 
fort. 

There are cases, however, in which it is desirable 
to aid in some mechanical way the expulsion of 
flatus. The simple contrivance described herewith 
is suggested for use in these cases: 


Flatulence catheter. Above—wings straightened by mandril for 
introduction or removal. Below—wings opened after introduction. 


A small soft rubber tube four inches long and of 
about 16 F. diameter, or a little over 4”, suffices for 
the free expulsion of gas without the slightest dis- 
comfort to the patient. The special tube that I 
recommend, besides being of these general propor- 
tions, is patterned after a four-wing self-retaining 
catheter on its upper end, and is given a catheter tip 
at its lower end. The contrivance so resembles a 
catheter in structure and function, that I call it the 
“flatulence catheter.” A mandril straightens out 
the wings by pressure on the catheter. This facili- 
tates introduction or withdrawal. The catheter 
should be removed after the first twenty-four hours. 

540 ParK AVENUE, 


APPENDICITIS vs. CycLic VOMITING. 

In cyclic vomiting the history of previous similar 
attacks, absence of local tenderness, and normal leu- 
cocyte count are usually distinctive. The danger in 
these cases is that the parents may mistake an acute 
appendicitis for merely another attack of cyclic 
vomiting. — Henry F. in Minnesota 
Medicine. 
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TRANSACTIONS OF THE SECTION OF 
SURGERY, NEW YORK ACADEMY 
OF MEDICINE 


MEETING OF MAY 1, 10925. 
THE CHAIRMAN, DR. JOHN J. MOORHEAD, PRESIDING 


ULCER OF THE LEG: LOCALIZATION AS A 
POINT OF DIFFERENTIAL 
DIAGNOSIS 


HERMAN GOODMAN, B.S., M.D. 

Ulcers of the leg have offered little exciting to 
the dermatologist or the surgeon. In our out-patient 
departments and hospitals, the care of these cases is 
often given to the most recent clinical assistant or 
the youngest intern. During my service as both, I 
gained the impression that the localization as a point 
of differential diagnosis between syphilitic and vari- 
cose ulcer of the leg had been: overestimated as to 
the level on the limb, and entirely neglected as to 
whether it was on the right leg or the left leg. I 
need not mention that the books on surgery are 
not entirely in accord as to which third of the 
leg is the site of syphilitic ulcer more often than 
the other two-thirds. Certain it is, that no 


book has mentioned the importance of the limb 
involved as a point of differential diagnosis. At 
first glance, the significance of right and left leg 
ulcers would seem negligible, but on deliberation 


based on the facts to be set forth in the body of this 
paper, the reasoning may be made clear. 

Che relation of veins and arteries of the lower 
extremities is very different for the right and left 
leg, at least insofar as the iliac vessels are concerned. 
According to Gray’s Anatomy “The right common 
iliac vein is shorter than the left, nearly vertical in 
its direction, and ascends behind and then to the 
outer side of the corresponding artery. The left 
common iliac, longer than the right, and more obli- 
que in its course, is at first situated on the inner 
side of the corresponding artery, and then behind 
the right common iliac.” In other words, the right 
common iliac artery compresses the left common 
iliac vein against the body of the fifth lumbar verte- 
bra and the intervertebral disc. The left internal iliac 
artery crosses the left external iliac vein at a right 
angle, which is in marked contrast to the relations 
of the vessels on the right side. 

Further, according to Gray, “Each common iliac 
receives the ilio-lumbar and sometimes the lateral 
sacral veins. The left receives in addition, the 
middle sacral vein. No values are found in these 
veins. In the list of peculiarities, one finds mention 
that the left common iliac, instead of joining with 
the right in its usual position, occasionally ascends 
on the left side of the aorta as high as the kidney, 
where, after receiving the left renal vein, it crosses 
over the aorta, and then joins with the right vein 
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to form a short inferior vena cava. In these cases 
the two common iliacs are connected by a small com- 
municating branch at the spot where they are usually 
united.” 

According to Riedl the left iliac vein is subjected 
to a three-fold arterial pressure (from the right 
iliac, median sacral, hypogastric) while the right iliac 
vein is subjected to but one such pressure. 

Another static relation has been described by Mc- 
Murrich. He found an interesting peculiarity in 10 
of 37 cadavers examiried, of which nine were in the 
left iliac vein. The peculiarity was an adhesion of 
the anterior and posterior walls of the common 
iliac just below its termination in the inferior vena 
cava. It took the form of what appeared to be a 
linear thickening of the wall of the vein of slight 
extent longitudinally. It acted to form a double 
lumen for the vein. 

Clinically, I should like to recall the fact that go 
per cent. of all cases of thrombophlebitis occur on 
the leit leg; milk leg is much more common on the 
left than on the right leg; a patient with failing cir- 
culation is likely to have edema on the leit leg at 
first rather than on the right leg; and that your left 
foot is larger than your right, which is the reason 
that the salesman fits your shoe to the left foot. 
One remembers, also, that the left side of the scro- 
tum hangs lower than the right side, and varicocele 
is more common on the left side than the right. In- 
deed, the presumptive diagnosis of situs transversus 
abdominalis may be made by finding the right side 
ot the scrotum hanging lower than the left side. The 
sigmoid and rectum, lying on the leit side, may also 
add to the tendency to venous stasis on that side. 

For the purpose of this discussion, I shall analyse 
a series of 64 cases of leg ulcer which represents 
unselected patients as they came under observation. 
‘The cases are divided as follows: ulcers of lower 
right leg, twenty-five; of the leit; twenty-six; of 
both legs; thirteen. 

The diagnosis of syphilitic gumma was made on 
the clinical manifestation of a single punched-out 
ulcer over the middle of the right tibia, a horseshoe 
ulcer of the lower third of the back of the right 
limb, multiple gummas of both the upper and lower 
thirds of the right leg, and scars from former ulcer- 
ation in about the same location in still another pa- 
tient. There were two patients not included in the 
ulcer group with serpiginous syphiloderms of the 
right lower leg, one ot the dorsum of the foot, and 
the other of the lower part of the leg. A positive 
clinical diagnosis could not be made from other 
ulcers. The Wassermann reaction was performed 
on this series of twenty-five ulcers of the right leg. 
Thirteen were reported positive, two as anticomple- 
mentary, and ten serums were negative. 

There were twenty-six patients with ulcers of the 
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left leg. It was not possible to make a clinical diag- reactions for patients with ulcers of the right leg ies ‘ 


nosis of syphilitic ulcer in any patient of this group. alone. ferent 


The Wassermann reaction was reported nineteen Clinically, it was not possible to make the diag- re 
times as negative, it was anticomplementary once. nosis of syphilitic ulcer on the left leg. Such diag- > a 


There were two patients with reports of slightly noses were possible on right leg ulcerations. accordi 


positive Wassermann reactions. One of these pa- I recognize that the number of cases used in the gr 
tients had a perforating ulcer of the foot. He did analysis is small. It should be remembered that it tion 1 


not improve with intensive antisyphilitic medication. bears out an impression gained from the study of ulcer 0 


Four patients were reported as having strongly posi- a large number. of patients with ulcer of the leg 7 


tive Wassermann reactions. One of these had a seen at one time or another. More recently, this oblitera 
traumatic ulcer of twenty years duration about the matter has been broached in the discussion of the crural 


left knee and contiguous portions of the lower leg. diagnosis of ulcer of the leg before clinic classes, <a 
Intensive antisyphilitic treatment did not heal this [| venture that a diagnosis will be correct two times region 
ulcer. Provocative injections of arsphenamin on out of three of syphilitic ulcer if the lesion is on pelvis. 
certain patients of this group did not induce a posi- the lower right leg alone, and of non-syphilitic ulcer va = 


tive Wassermann. if it is on the left leg alone, It is hoped that further with m 

Two patients of the group of left leg ulcers pre- evidence on this phase of differential diagnosis by 
sented clinical examples of Marjolin’s ulcer, or can- localization of leg ulcer, a point not previously el 
cerous degeneration of chronic ulcer. Others in this stressed, will be sought. think ¢ 
group included such undoubted non-syphilitic ulcers 


filth ulcer and ulcer of thrombo-angiitis obliterans. { Dr. Goodman’s paper on the “Differential Diagnosis of a pape 
An effort was made to differentiate further by Leg — I =e Ran work during a — of Cases 
months with considerable doubt as to its accuracy. I am 
meens of the roentgen ray examinations of the now convinced that he has a great deal of truth on his side. Conte! 
underlying bones, but the changes were about the It is difficult to induce students to take any interest in centag 
same in all cases. leg ulcers, and I hope Dr. Goodman's paper will be read cause 
The clinical diagnosis of syphilitic ulcer could not theles: 
be made in any case of the thirteen ulcers of both jn his assumption that the disturbance in venous circulation or of | 
legs. The Wassermann reaction was positive in to do with the of sides. were ¢ 
. Wey Se 5 n this connection it is important to know whether there is : 
two patients of this one: The most exaggerated transposition of the viscera in a particular individual for retain 
ulcers occurred in patients with negative Wasser- ina case of this sort there is a reversal of the venous cir- perito: 
mann reactions. There was one pair of ulcers with so present periste 
: on the right side mstead of the leit side. ong my 
an associated periostitis, and the right leg seemed thirty cases of transposition I have one case of this sort. tion, 1 
more affected than the left. The right side of the scrotum was much more dependent 
Patients with ulcers of the left leg alone gave 73 of the — : Dr. 
: H tf R. UIs CARP: ve been very m interested in Dr. Cc 
sual cent. negative Wassermann reactions, s om the condition of leg ulcer for some years. One renders a any in 
pared with but 40 per cent. negative Wassermann real service in getting these patients well and the cases to two 
after d 
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form excellent teaching material by showing the various 
types of lesions produced by circulatory disturbances, dif- 
ferent types of granulation tissue and of epithelization. 
I have some statistics here from the Presbyterian Hospital 
which are interesting, if they are not telling the most out- 
rageous lies. We have not included classification of lesions 
according to whether they are on the right or left leg. 

From my own observations of a number of cases it is 
very difficult to make an absolute diagnosis from the loca- 
tion of the ulcer. Most dermatologists say that luetic 
ulcer occurs in the upper third of the leg, but that is not 
always so; I have seen almost as many in the middle or 
lower thirds. Ulcers occur on the leg in thrombo-angiitis 
obliterans, for instance, and are most often in the lateral 
crural region in the lower third. Trophic ulcers occur 
most frequently on the foot, but you may see them on the 
leg itself. Frequently one sees ulcers in the lateral crural 
region when there is pressure of the venous system in the 
pelvis. Ulcers that have undergone epitheliomatous changes 
are apt to be in the medial crural region. Diabetic ulcers 
are more apt to be in the anterior or posterior crural region 
with middle third localization. 

The thing that most impressed me in Dr. Goodman’s 
paper was the fact that he is quite sure about making a 
diagnosis of the type of ulcer from the localization. I 
think one should note the distinguishing characteristics of 
the ulcer also and so avoid pitialls. 


Dr. Abraham J. Beller and Dr. Ralph Colp read 
a paper on Strangulated Hernia: A Study of 238 
Cases with Special Reference to the Viability of the 
Contents. They showed that in a considerable per- 
centage of cases where the bowel was replaced be- 
cause it was presumed to be viable the patient never- 
theless died of obstruction (mechanical or paralytic) 
or of peritonitis from gangrene of the loop. These 
were cases in which the gut, while under observation, 
retained a bluish hue, had less than the normal 


peritoneal luster and showed a sluggish return of | 


peristalsis. The paper, abbreviated in its presenta- 
tion, is to be published in full. 


Discussion 

Dr. Louis Carp: I should like to ask Dr. Beller and 
Dr. Colp whether in this series of cases they encountered 
any in which there was a late obstruction—irom ten days 
to two or three weeks—where the intestine was replaced 
after due deliberation in a borderline case. Occasionally the 
pathological condition found is a fibrosis of the strangulated 
part of the gut wall, almost completely obliterating the 
lumen. Were any blood urea examinations made and, if 
so, what was the relation of the figures to the mortality 
statistics? This would be in line with what Dr. Murray 
has mentioned about paralytic ileus as one of the important 
factors causing death. 

Dr. SEwARD ErpMAN: I should like to ask the authors 
whether they do not attach considerable importance to the 
proper definition of the strangulation; also if they would 
recommend resection in all cases. 

Dr. FENwicK BEEKMAN: Have Dr. Beller and Dr. Colp 
ever used the procedure of isolating the loop of intestine 
by passing a piece of catgut or silk through the mesentery, 
leaving the string in the wound so as to render the loop 
available for future surgical procedure? ; 

Dr. Clay Ray Murray: It would be interesting to know 
Whether primary jejunostomy was resorted to in these cases 
suffering from intestinal obstruction. 

Dr. A. J. BeLLER: Replying to the question of Dr. Seward 
Erdman, there is no doubt that it 1s important to get the 
Proper definition of strangulation, because it is important 
to know whether we are dealing with a strangulation of 
omentum, of intestine, or of both. Unfortunately it is fre- 
quently impossible to make a correct diagnosis before 
Operation, and in most cases, a diagnosis is made at the 
time of operation. 
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It is for this reason that in our paper we defined strang- 
ulated hernia as a condition in which there was an inter- 
ference with the blood supply of the contents, and then 
subdivided into groups, depending upon whether we were 
dealing with intestine, omentum or both. 

As to the question of resection, we did not intend to 
recommend this procedure in all cases. We felt, however, 
that from a study of clinical records and post-mortem ex- 
aminations, in the doubtful cases, where there was a ques- 
tion of viability, some of these might have been saved by 
some radical procedure. It is true that in resection the 
mortality is high, but it is high because these cases with 
complete gangrene of intestine, have a complicating obstruc- 
tion of intestine. In the doubtful cases where the obstruc- 
tion is not so far advanced and toxemia not so marked, 
resection may not be as dangerous, and may reduce the 
mortality in this group. 

As to Dr. Beekman’s question we have had no personal 
experience with this method, although it was used six times 
on one of the services of the hospital, with no bad effects 
upon the loop. Recently Dr. Colp had a case of this type 
in which the patient died from gangrene, but this case was 
not included in our series. 

Replying to Dr. Murray’s question there is no doubt that 
many of these cases suffer from intestinal obstruction due 
to a paralytic ileus or a mechanical ileus as a result of 
gangrene of the reduced loop. In either case the suggestion 
ot Dr. Murray is a good one, because the jejunostomy 
would relieve the patient of the toxemia due to the ob- 
struction. We recommended this as one of the procedures 
in our paper. 

Replying to Dr. Carp, there were three or four cases in 
which, at the time of secondary operation for intestinal 
obstruction, occurring from ten to fourteen days after 
first operation, a loop of intestine was found either com- 
pletely contracted, or consisting almost of a bar of fibrous 
tissue. 


Dr. William C. White read a paper on Treatment 
of Fracture of the Neck of the Femur, 


Discussion 

Dr. Morris K. SmirH: This paper was most interesting 
to me and, I think, to everybody who sees ,these cases. 
I believe the abduction treatment is the method of choice. 
On several occasions, however, | have been disappointed to 
see a case in which the roentgenogram after reduction 
showed the position to be very good, gradually become dis- 
placed. I have had no experience with the bone peg opera- 
tion, but had the later care of such a patient who had had 
the operation elsewhere with iniection. The end-result was 

Dr. ABRAHAM QO, WILENSKyY: We are all indebted to Dr. 
Whitman for having given us a reliable method of treat- 
ing fracture of the neck of the femur. When one reads 
the literature, however, one gets the impression that every- 
one does not achieve the uniform success with this method 
which Dr. Whitman has lead us to expect. There are 
certain times when I believe that the operation of choice 
1s the bone peg operation. I do not think it is right to sub- 
ject all patients, especially robust workingmen, to a long 
period of illness when they can be pegged either right away 
or reasonably soon atter the injury and be walking around 
in from three to four months in a temporary brace. One 
cannot do that with the plaster method. In the old and 
feeble where dangerous factors become multiplied the plaster 
method is the method oi choice. 1 do not believe the bone 
peg operation is a difficult one. I take a grait from the 
shaft of the femur and use the Hudson drill. It is essential 
that the patient’s bones and opposed fracments are in ana- 
tomical alignment and for that purpose the Hawley, or other 
such table, is necessary. My experience has been limited 
to four or five cases but 1 have had very good results 
as compared with the plaster method. 

Dr. Epwarp W. Pzet: I wish to refer to one point only, 
with regard to those feeble patients who cannot take general 
anesthesia. We had a case recently in which we used 
lower spinal anesthesia and got along very well. 
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Dr. Joun J. Moorueap: I think that Dr. Wilensky well 
said that these are selected cases. I believe an individual 
is as old as the neck of his femur. I have been amazed at 
the number of cases of fracture of the femur since auto- 
mobiles have become so much of a factor in the production 
of these traumata. 

I was very glad to hear Dr. White emphasize the dif- 
ference in the outcome with respect to fractures in and 
outside the base line. in the extracapsular group, virtually 
high fractures of the shaft of the femur, we ought to 
have the same prognosis as in any shaft fracture. The 
more comminution we have the greater likelihood of good, 
strong, bony union. I believe those cases with a split-off 
of the lesser trocanter unite firmly as a rule. I have seen 
neck cases in which there was complete absorption in six 
weeks due to the blood supply being cut off and the head 
undergoing necrosis and digestion. Lhe head of the bone 
is digested in the patient's own juices. 

The abduction treatment is inapplicable in certain types 
of individuals who cannot stand immobilization or any one 
position for any length of time. Very fat and very thin 
patients do poorly in a piaster spica; there are limitations 
as to age also. 

There is one point in the interpretation of the roentgeno- 
gram that 1s important, and that is the curve of Shenton’s 
arch. My attention was called to that some years ago. 
this arc or arch is an imaginary line which runs up the 
mner side of the shaft ot the iemur, under the neck, then 
across to the top o1 the obturator ioramen and thence down 
in the line of the symphysis. his forms practically a per- 
tect arch under normal conditions and when the arc is 
broken one ot its components is malaligned. 

Dr. WHITE: in spite ot what Dr. Wilensky said about 
the speed of it, 1 tnink that operation is dithcult tor the 
general surgeon to perform. 1 was interested to know 
now many centrai tractures (intracapsular) got union and 
tound the percentage was fiity. in regard to the use of 
piaster in not weather, 1 have heard that it cannot be 
used in tropical countries. 


OF CASES 
PECULIARITIES IN THE GROWTH OF LONG 
BONES FOLLOWING OSTEOMYELITIS 
Dr. Cuartes E, Farr 


Seven cases of osteomyelitis of the long bones were pre- 
sented to illustrate the various phases o1 over-stimulauon 
ur uesirucuon oi the epiphyses by the toxic products ot 
iniection, and lantern sides weie used to illustrate bone 
cnanges. 

Au of the cases shown were of typical acute septic osteo- 
myelitis, most-ot them with positive blood cultures. Six 
were due to staphylococcus aureus, one was due to strep- 
tococcus hemolyticus. 

One case involving the lower end of the femur resulted 
in excellent function and a solid bone, but one inch over- 
growth in length. ‘The second very similar case, resulted 
in slight overgrowth of the inner condyle, and considerable 
108s O1 growth of the outer condyle. ‘his produced a very 
marked knock-knee which will require a corrective opera- 
uon. Two cases of osteomyelitis of the tibia gave almost 
an mch of itengthening, but with perfect function. The 
lengthening in all of these cases is compensated ior by a 
tilting of the pelvis and results in very slight limping. 

rhe lantern slide of an osteomyelitis of the fibula operated 
upon many years ago, now shows non-union, but there is 
probably some fracture in addition to a simple osteomyelitis 
io account for the shortening of four inches. 

One case of acute osteomyelitis of the tibia was shown 
with pertect result after six years and no change in the 
length of the bone. 

One small child with an acute osteomyelitis of the radius 
showed non-union as a result of pathological fracture. 
There is great overgrowth of bone causing marked angular 
deformity. This lengthening must be well over one inch. 

The second case, also of the radius, which was a very 
neglected one, resulted in nearly one inch shortening of the 
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bone and a marked radial deflection of the hand. Both of 
these radius cases will require further operative procedure. 
Discussion 

Dr. FENWICK BEEKMAN: It is especially interesting to see 
cases in which the epiphyses have been stimulated, by in- 
fectious processes, to greater growth. It has been shown 
that in fractures of the femur there is often overgrowth of 
the length of the bone and there is no reason why in osteo- 
myelitis we should not see the same result. The interesting 
question is, what is to be done in cases where the epiphysis 
is injured in the part of the limb where there are two bones, 
I had a case in which the lower epiphysis of the fibula 
was involved and finally the ankle joint became involved, 
The patient had an arthritis of the ankle, which was 
fortunate for she got on ankylosis of the astragalus to the 
tibia and now has very little limp with the foot in a good 
position. In Bellevue Hospital we feel that it is poor policy 
to resect any of the bones if it can be avoided. Our policy 
has been one of watchiul waiting. We never remove the 
sequestrum until fully separated and there is a strong 
involucrum to take its place. It is interesting in Dr. Farr’s 
cases to see this lengthening; it has not heretofore been 
drawn to our attention. 

Dr. ABRAHAM QO. WILENSkKy: I believe it is good policy 
to resect these bones in certain cases, well selected. I re- 
member one child with osteomyelitis of the femur who had 
been operated on many times and in whom the femur had 
sustained a pathological fracture. Finally I was practically 
compelled to resect part of the femur but kept away from 
the epiphyseal line. I was amazed to see how that femur 
regenerated. Seven or eight years afterward I saw that 
child and he had a perfectly good limb with osteomyelitis 
of one of two paired bones. In one I got a good result 
and in the other not quite so good. I think that under 
certain conditions and at certain ages it may be a good 
idea to resect the bone subperiosteally where everything 
is in the patient’s favor as regards regeneration. 

Dr. FrepertckK W. Bancrorr: It seems to me that we 
are getting at this from the wrong angle. I believe that if 
we can diagnose and operate upon osteomyelitis early 
enough we will not get these irregularities of growth in 
long bones and other disastrous results. I believe that we 
should teach the profession and the public to recognize the 
early symptoms of acute hematogenous osteomyelitis. Infec- 
tion presumably starts in the metaphysis and 1s probably a 
thrombosis of the terminal arterioles of the nutrient artery. 

If we realize that infections in bone differ from infections 
in soft tissues in that vessels are surrounded by a rigid 
wall and therefore can not react readily to stasis or edema 
we can see the rationale of immediate relief of the tension. 

It is reasonable to assume that if this tension persists 
we may have a retrograde thrombosis which may eventually 
occlude the entire nutrient artery. If this occurs a giant 
sequestrum. (of the entire shaft) results. Drainage of the 
medullary canal and metaphysis, if done with as little 
trauma as possible, does very little harm and may save all 
the late disastrous sequellae. 

Any suppurative condition in the region of a joint in a 
child is usually osteomyelitis. If this is drained within 24 
hours we are not apt to have a secondary abnormal growth 
and we may cure the disease before it becomes a systemic 
infection. 

Dr. Joun J. Moorueap: I was interested in Dr. Farr's 
remarks regarding these cases as cured. These cases may 
remain quiescent for a long time. The longest period of 
quiescence that I ever saw was in a patient at the Post- 
Graduate Hospital with a spontaneous fracture of the hu- 
merus who had had osteomyelitis 39 years before and which 
had remained quiescent for that length of time. There 1s 
nothing in all common surgical conditions as disappointing 
as osteomyelitis and I think that, despite all the advances 
that have been made, we must still hark back to the old 
dictum, “Once an osteomyelitis, always an osteomyelitis. 

Dr. Farr: I agree with everything said in the discussicn, 
especially as to the benefit of early operation. The reason 
for not doing radical operations on these very sick children, 
is because of the extremely high mortality. Somé of the 
cases presented here appeared moribund on admission and 
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the only operation deemed possible was relief of tension of 
te soft tissues, including the periosteum. Improvement of 
the clinical ‘picture follows within 24 hours, and is very 
marked in practically every case. A more radical pro- 
cedure can then be undertaken safely in a day or two. 
the mortality in 100 consecutive acute cases in St. Mary’s 
Free Hospital for Children was 7%, whereas in other insti- 
tutions where more radical surgery is done at the onset the 
mortality runs twice or three times as great. 

Resection of the bone in these cases is rarely justified 
until sufficient involucrum is formed to prevent pathological 
fracture. Simple sequestrotomy is preferable in most cases, 
and there need be no great haste in performing even that 
operation as the sequestrum makes an excellent splint and 
bridge for the building of new bone. 

We divide septic osteomyelitis into three groups: 

1. The mild cases in which the toxic manifestations are 
slight. In these a radical operation is justifiable but is 
confined ta a free exposure of the bone marrow. 

2. The moderately sick cases in whith free incisions in 
the soft tissues are employed and the bone is occasionally 
opened, but no radical procedure is performed. 

3. The extremely toxic cases. In these, free incisions in 
the soft tissues and loosening of the periosteum is employed 
as an emergency treatment, and the attack on the bone 
itself is deferred for a day or so. The mortality in this 
group will naturally be very high, but it will be much less 
under conservative treatment than by radical osteotomy. 


MEETING OF OCTOBER 2, 1925 


THE CHAIRMAN, DR. JOHN J. MOORHEAD, PRESIDING 


Dr. Condict W. Cutler, Jr., read a paper on Fractures 
of the Head and Neck of the Radius, which has been pub- 
lished in Annals of Surgery (February, 1926). It was 
based upon a study of fifty cases in which the fractures 
were grouped in tour main classes: simple crack of the 
head of the radius without displacement of a fragment (7) ; 
fracture of the radial head with separation of one frag- 
ment (14); fragmentation of the head of the radius (11) ; 
fractures of the neck (14); exact pathology uncertain (4). 

‘rhe prognosis in each case must take into account such 
factors as the type and extent of the fracture, the pres- 
ence or absence of complications, and the age of the pa- 
tient. In the simple and uncomplicated fractures and in 
the younger ages the better results may be expected. As 
important as any of the factors in prognosis is the matter 
of the treatment employed. Some advocate excision of the 
fragments in all but those with a simple crack in the radial 
head. Others advocate the non-operative treatment with 
immobilization in flexion where there is only slight dis- 
placement or where the head of the radius 1s extensively 
cummuinuted. 

All of the seven instances of simple crack in the head 
of the radius were treated by the closed method. Of those 
showing displacement of one fragment of the head six 
had operative treatment and eight did not. In eight of those 
with fragmentation the fragments were removed, while 
three were not operated on. ‘he radial head was removed 
in eight of the cases with separation of the head, while no 
operation was performed in six. Four of the cases in 
which operation was performed were old cases in which 
much limitation of motion was present. Eighteen of the 
unoperated cases were treated by placing the arm in 
supination and acute flexion for from five to twelve days, 
followed by the use of a sling and baking, massage, active 
and passive motion. The remainder were treated with 
rest in a sling from the start. Reduction of a displaced 
fragment (separated head with forward displacement) was 
attempted in two cases, once with success. 

The treatment of these fractures in the position of supi- 
nation and acute flexion—where the closed method is used— 
has certain advantages. In general the ability to secure 
flexion and supination indicates that the fragments are in 
such position as to permit this range of motion, and that 
they may be retained there with the possibility of union. 

Iso, as in other fractures of the elbow, this position 
obtains the early restoration of these important motions, 
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which otherwise .are often difficult to regain. In the case 
of radial head fractures with a simple crack, this ad- 
vantage is sufficient to warrant the use of the method. 

In fragmentation or separation of the head failure to 
secure this position, by reason oi bony interference, may 
be the indication for excision of the fragments, as full and 
useful function of the arm is’ not then otherwise obtain- 
able. If the flexion and supination can be secured, union 
and restoration of function are possible. 

Results. The results noted in this series, at the time of 
discharge of the patient or of abandoning treatment, were 
as follows: 
Good Fair Poor 
1. Crack in the radial 

héad 5 I 
2. Separation of one 

fragment 
3. Fragmentation . 

4. Fracture of the 

neck 3 5 I 

It would seem unwise to advocate excision in every case 
of fragmentation or fractured necx. This is especially 
true since the operation itself is not free from technical 
difficulty and possible hazard. Considering also that should 
the closed method fail of good result, recourse may still 
be had to surgical removal of the fragment, it would seem 
best to treat these injuries without operation except where ~ 
definite indications for removal are present in the individual 
cases, viz.: I. such displacement oi a fragment or frag- 
ments, or of the whole head as wouid interfere with full 
joint motion; 2. irreducibie complicating dislocation of the 
radius or ulna or both; 3. maiunion, ankylosis, or impaired 
motion in old cases. , 


Non-O perative 
Good Fair Poor 


Discussion 


Dr. Cray Ray Murray: I am particularly interested in 
fractures of the radius. 1 have made observations in over 
100 cases and am still investigating late results. I have 
found thaf this fracture is oiten unrecognized which prob- 
ably accounts for many excellent results because, being 
unrecognized as fractures, being considered sprains, strains, 
bruises, etc., there has been no immobilization and the 
patients have been advised to move the arm freely. In 
these fractures of the radius immobilization is most frequently 
the chief damaging factor. It has been found in those 
cases without separation of fragments where early mobiliza- 
tion has been instituted that the resuits have been excellent. 
They have been given baking without massage and have 
been sent home with the advice to keep using the arm. 
Operation has produced both good and bad results in cases 
with separation of fragments. Late operative procedure 
is unsatisfactory. Primary operation, within seven days, 
preduces both good and poor resuits, the poorer ones being 
those in which only the separated fragment was excised, 
instead of the whole head. One disability is peculiar; it 1s 
a loss of some degree of extension, amounting to 5° to 10°. 
The explanation of that is very hard to find in the bone 
itself, but it has been found in ali the operated cases that 
the orbicular ligament is badly injured. I believe that the 
disability following these cases is not due to the fragment 
of separated bone but to adhesions between the torn 
orbicular ligament, the raw fractured suriace and the torn 
capsule of the joint, which would account for the loss of 
extension. In separated cases excision of the head is 
indicated because it points to severe injury to the orbicular 
ligament, anywhere from a simpie tear to a wide severe 
tear. I would ask Dr. Cutler how soon his operative 
treatment was instituted in these cases. 

Dr. Louis Carp: Did Dr. Cutler have any cases of pain 
in the wrist as an end-result from retraction upward of the 
lower end of the radius after removal of the radial head? 
There may be resultant anatomical disturbance of the lower 
radio-ulnar joint from the low position of the ulnar head 
in the sigmoid cavity of the radius. Dr. Darrach, at The 
Presbyterian Hospital, had a case recently of fracture of 
the neck of the radius with very bad angulation of the 
head. By an open operation the head was replaced in its 
proper anatomical relation and the patient got an excellent 
result with early mobilization. In another similar case, 
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closed reduction was attempted by digital pressure and 
manipulation, but he was successful after the second try. 
Some cases of fracture of the neck of the radius without 
displacement are frequently diagnosed as sprain. Even a 
stereoscopic x-ray picture may show the line of fracture 
with difficulty, but when a comparison is made with the 
other side a slight mushrooming of the head may be noted 
on the affected side. 

Dr. Cutter: Dr. Murray’s observation regarding the 
orbicular ligament in cases of failure of extension is very 
interesting. It is, to me, a new point of view. In regard 
to Dr. Murray’s question as to the time elapsed before 
operation, there were four late cases operated upon. These 
were two to three years after the injury. In two cases 
the results of operation were good, and in two fair. All 
the other operations were done within ten days after in- 
jury. In regard to Dr. Carp’s inquiry regarding pain in 
the wrist, I have not observed that peculiarity in this 
series. 


PRESENTATION OF CASES 


SURGERY OF THE FLEXOR TENDONS OF 
THE HAND 


Dr. H. GARLock 


Case 1. This patient injured his left index finger in a 
cloth cutter February 18, 1922. There was a deep incised 
wound over the proximal flexion crease, with both flexor 
tendons divided. Operation, which was performed im- 
mediately, consisted of a débridement and primary suture 
of all divided structures. The tendons were repaired with 
silk. Active motion was started on the seventh postopera- 
tive day, followed by baking and massage and electrical 
stimulation of muscles of the forearm. Now, one year and 
nine months later, there is complete return of function. 
This case represents a primary tenorrhaphy. 

Case 2. On April 10, 1925, this patient cut the palm of 
his left hand, which resulted in division of both flexor ten- 
dons of the middle finger. Operation was performed one 
month later. Considerable fibrous tissue was found unit- 
ing the tendons of the tendon sheath. The proximal ends 
had retracted to the annular ligament. The structures were 
freed with a tendon stripper; and the tendons were sutured 
with fine silk. Active motion was started on the fifth 
postoperative day. The result, six months later, shows 
complete return of function. This case represents the 
group of early secondary operations. 

Case 3. This patient, six weeks before operation, di- 
vided both flexor tendons of the left middle finger, with 
a knife. The condition was not recognized at the time. 
Operation was performed October 20, 1922. There was.an 
organizing hematoma stretching between the divided ten- 
dons. This was excised and the tendons were repaired with 
silk. Active motion was started on the eighth day. He 
received a course of baking and massage for four weeks. 
The result, three years later, shows complete return of 
tunction. This case represents the group of /ate secondary 
operations. 

Case 4. This patient cut her right middle finger in the 
region of the middle phalanx on November 5, 1924. When 
seen the following day, she was advised to wait until the 
wound was healed before tenorrhaphy was attempted. Opera- 
tion was performed thirteen days after the injury. A long 
lateral incision was used and the tendon was sutured with 
silk. Active motion was started fourteen days after opera- 
tion. This case represents the slight bowing that frequently 
follows the use of a long lateral incision. Motion, how- 
ever, is normal. 

Case 5. On February 27, 1925, this patient injured his 
right thumb on a meat cleaver. The injury was situated 
over the anterior aspect of the proximal phalanx. The pa- 
tient was admitted to the Second Surgical Division of the 
New York Hospital and operated upon March 14, 1925. An 
inverted L-shaped incision was made on the outer side of 
the wrist to locate the retracted proximal segment of the 


tendon. This tendon was then threaded through the in- 


SECTION OF SURGERY 


Marcu, 1926 


tact tendon sheath and sutured to the distal segment with 
silk. Active motion was started on the sixth day. This 
patient received baking and massage for two-weeks. No* 
other form of treatment was given. This case represents 
the early secondary operation group and shows complete 
return of function after seven months. 


Case 6. On August 14, 1925, this patient sustained a 
deep lacerated wound over the front of the right wrist. 
Operation, performed three hours later, showed the fol- 
lowing structures divided: median nerve, ulnar nerve, pal- 
maris longus tendon, flexor sublimis and profundus digit- 
orum tendons, flexor carpi radialis tendon, radial artery, 
A débridement was done and all tissues were sutured. Silk 
was used in repair of the tendons; the nerves were repaired 
by using perineural sutures of fine silk. Except for a 
mild superficial infection, convalesence was smooth. Active 
motion was started on the roth postoperative day. Now, 
fourteen months later, motion is normal and sensation has 
returned with the exception of slight anesthesia of the 
little and ring finger. 


Case 7. This patient was first admitted to the Second 
Surgical Division of the New York Hospital, January 26, 
1925, with the history of having been stabbed in the left 
hand two weeks before. One week later he was accidently 
shot through the same hand. Examination showed a lacer- 
ated wound on the dorsum of the left hand with infection 
of the soft parts. There was another wound on the palm 
of the hand with a division of both flexor tendons of the 
ring finger. Incision was made on the dorsum for the 
iniection. He was readmitted to the hospital on May 20, 
1925, for the repair of the divided tendons. The proximal 
ends had retracted to beneath the annular ligament; the 
distal stumps were adherent to the tendon sheath. One of 
the digital branches of the median nerve was found divided. 
Scar tissue was excised; the tendons were freed by using 
a tendon stripper. Because of the shortening of the prox- 
imal stumps of the flexor profundus tendon, the proximal 
end of the flexor sublimis tendon was sutured to the distal 
end of the profundus. A fat transplant, taken from the 
triceps region, was placed around the suture line. The 
nerve was repaired. Active motion was started on the 
seventh postoperative day. No improvement resulted after 
a thorough course of baking and massage, etc. He was re- 
admitted to the hospital on August 18, 1925, and again 
operated on. The scar was excised; the repaired tendon 
was found intact, but adherent to the surrounding tissue 
throughout the length of the palm. The fat graft had been 
replaced by dense fibrous tissue. The tendon was again 
freed and surrounded by another fat graft taken from the 
same region. Active motion was started immediately. To 
date there has been very little improvement in this condi- 
tion. This patient represents an interesting problem in 
tendon surgery. Apparently his tissues react in some unusual 
manner to the insertion of a free fat graft. 

This patient was recently operated upon again at the 
New York Hospital when a free tendon graft was inserted, 
using the palmaris longus tendon. There has been a marked 
improvement in the function since this last operation. It 
is probable that this type of operation would have been 
better than the original attempt at repairing the old tendons. 


Case 8. This patient was admitted to the New York 
Hospital, service of Dr. Pool, on October 21, 1924. Just 
before admission his left hand was caught in a hawser 
rope and severely crushed. ‘The little finger was badly 
injured and there were many lacerations of the middle and 
ring fingers with loss of substance. The tendons were m- 
tact. Operation consisted of amputation of the little finger 
and suture of the lacerations. The wounds healed but the 
ring finger gradually became contracted into a flexed posi- 


tion. The patient complained that the anterior aspect of 
the finger was very tender and prone to ulceration. The 
joints were stiffened. For three weeks, before the second 
admission to the hospital, the patient was treated with 
various shaped aluminum splints in an attempt to make the 


interphalangeal joints more pliable. He was readmitted to 
the New York Hospital, March 16, 1925. On March 17, 
1925, a tubular graft of skin was prepared from the front 
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of the chest. Eleven days later, the skin and subcutaneous 
tissues over the front of the finger were excised. Com- 
plete extension was cbtained only after dividing the anterior 
capsule of the interphalangeal joints and making numerous 
transverse incisions in the tendon sheath. The finger was 
now immobilized on a posterior sterile aluminum splint. The 
pedicled graft was then divided at one end, cored out and 
sutured over the front of the finger. A plaster cast was 
applied immobilizing the extremity of the chest. On April 
7, 1925, ten days later, the graft was cut away from the 
chest and sutured to the finger at its base. The graft had 
taken and healed by first intention. The patient was dis- 
charged from the hospital April 13, 1925 and treated in the 
dispensary for four weeks (baking and massage). Func- 
tion is now normal. This case illustrates the class of flexion 
contractures. 


Case 9. This case, while not germane to the subject 
under discussion, illustrates many interesting problems in 
hand surgery. The patient was admitted to the New York 
Hospital, service of Dr. Pool, on January 28, 1924, with 
the following history. Six days before, he pricked his 
right hand with a splinter. Two days later the hand began 
to swell and pain. A small incision was made in the dis- 
pensary a day before admission. The patient was severely 
ill with a temperature of 105°. There was an abscess over 
the front of the ring finger with signs and symptoms of a 
suppurative tenosynovitis of the flexor tendon sheath of 
the little finger, acute ulnar bursitis extending proximally 
over two inches above the wrist, and a midpalmar space 
infection. Blood culture before operation showed a few 
colonies of streptococcus hemolyticus. Operation consisted 
of radical incisions with complete drainage of all infected 
regions. (See Surgery, Gynecology & Obstetrics, August, 
1924, 39, 165). Culture from the wounds showed the same 
organism. The patient was discharged from the hospital 
February 12, 1924, after a smooth convalescence. The ten- 
dons did not slough. Practically complete function returned 
in both fingers. The patient was again admitted to the 


New York Hospital, April 10, 1925, with the following 
history: Two weeks before, he began to have swelling of 
the wrist and palm with slight tenderness and limitation 


of motion in the little and ring fingers. There was ovoid 
swelling over the inner side of the wrist with slight full- 
ness in the palm. The inner two fingers were held in a 
flexed position but could be moved slightly. The swelling 
was doughy and slightly tender. There was some tender- 
ness over the ulnar bursa in the palm. Temperature 99°, 
w.b.c, 8,800, polys 78%. A diagnosis was made of tuber- 
culosis of the ulnar bursa. Operation: Blood pressure cuff 
applied to the forearm and maintained at a point 20 mm. 
above systolic pressure. An exploratory incision was made 
through the old scar at the wrist. No fluid was obtained. 
Then a long median incision was made extending from the 
lower forearm to the distal end of the ulnar bursa. The 
annular ligament was divided. There was no fluid or pus. 
The entire ulnar bursa was thickened, greyish-red in color 
and extremely vascular. The tendon sheath of the little 
finger was free from disease. The entire ulnar bursa was 
excised. The wound was then packed for a few minutes 
with iodoform gauze. The incision was then sutured with- 
out drainage. Examination of the tissues showed fibrous 
connective tissue infiltrated with many mononuclear round 
cells with no histological evidence of tuberculosis. A 
guinea-pig innoculated with the tissue showed evidence of 
tuberculosis. The incision healed by first intention and 
there has been a return of almost complete function. 

The above cases were presented by Dr. Garlock to illus- 
trate his paper on Repair of Wounds of the Flexor Ten- 
dons of the Hand, which has been published in Annals of 
Surgery (January, 1926). 


Discussion 


Dr. Leo Mayer: I am altogether sincere in saying that 
I believe Dr. Garlock’s work is exceptionally fine and his 
modesty can not be commended too highly. The results 
as shown by his statistics are unusually good. The entire 
Problem of tendon: surgery, and practically in the hand 
requires so much comment that I do not know where to 
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begin. To hear a paper on how to do this work is like hear- 
ing Kreisler lecturing to one on how to play the violin. 
It is such an art that one cannot learn it by listening or 
by discussion. However, there are certain moot points which 
general discussion will help to clear up. The first is the 
method of incision. I have been using the same method 
as Dr. Garlock for two years and I agree that one should 
not make the incision directly over the tendon. I also 
acquiesced concerning the suturing of the tendon itself. 
Whether one uses a Bunnell clamp or not is a matter of 
preference. Bunnell showed me his method in 1918 after 
which I used this clamp for a year and a half exclusively, 
but I found later I could do better without it. The Bunnell 
clamp is a simple device which enables one to grasp the 
tendon without having to touch it with forceps, the idea 
being that one should not traumatize the tendon. 

There is one fine point in technique which I would 
mention. If one’s finger is moistened with saline solution 
and the surface of the tendon is made as smooth as possible 
one will help to reestablish the gliding mechanism. As to 
the question of postoperative mobilization, some operators 
try to start this immediately after operation and if the 
patient can be induced to do it it is very advantageous. The 
sutures give enough fixation so that the tendon can be 
subjected to some strain. Animal experimentation shows 
that the sutures begin to loosen about the sixth day and 
from then to the eighth day is the most dangerous period. 
After the eighth day there is physiological union and from 
then on it is safe to urge the patient to use his own muscles, 
and to make the tendon move. 


Dr. H. H. M. Lyte: I second Dr. Mayer’s laudatory re- 
marks about the results presented by Dr. Garlock. I differ 
from him only regarding the use of tubular grafts. I do not 
believe these grafts give as good functional results as well 
designed pedicle flaps. Full thickness grafts give good 
results in 80% of cases in which they are applicable. These 
are unsatisfactory and should not be used where the ten- 
dons are exposed, or where secondary tendon surgery is con- 
templated. 

Dr. Ropert T. Morris: I use Cargile membrane to pre- 
vent the formation of adhesions between tendons and their 
sheaths, or massed adhesion of tendons. 


Dr. MATHER CLEVELAND: Two or three years ago at the 
Presbyterian Hospital I had the opportunity to do con- 
siderable tendon suture work and I found that the use of 
very fine instruments was invaluable. Dr. Garlock said 
he had always operated in a dry field and I also found that 
very important. It would be interesting to know how long 
Dr. Garlock left the tourniquet on the extremity; with some 
of these extensive incised wounds of the forearm or wrist 
it was a matter of one to two hours before a repair of the 
numerous tendons and nerves by end-to-end suture can be 
effected and to leave the tourniquet upon the arm for 
that length of time is not advisable. One case of mine in 
which the tourniquet was left on for one hour developed 
wrist drop which later cleared up. With subsequent cases 
the tourniquet was released at the end of 30 minutes and 
reapplied if necessary. Most of the cases I have done were 
primary tenorrhaphies. In mobilizing the hand I used an 
elastic band extending from the finger tips to the wrist; 
the fingers and thumb were held in flexion and by extending 
against that elastic band the patient could exercise his 
flexor tendons so there was active and passive motion going 
on at the same time. Dr. Garlock’s results are beautiful. 


Dr. Gartock: I tried the method Dr. Mayer spoke of 
but found it increased the trauma. The Bunnell clamp 
avoided giving trauma and still held the tendon. As re- 
gards early motion, I always attempted to start it as early 
as possible, but it should be done within the limits of pain. 
As to Dr. Cleveland’s question relative to the tourniquet, 
I tried to limit the operation to fifty minutes, tying off 
the bleeding points after the tendon sheath was closed and 
none of my cases, thus far, has had a wrist-drop. As re- 
gards methods of early mobilization, I have used a check 
rein extending from the hand to the forearm which per- 
mits active flexion and extension and this is maintained 
for four to six weeks, depending on the type of case. 
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MEETING OF NOVEMBER 17, 1925 
SYMPOSIUM ON GOITER 
A Joint Session with the Section of Medicine 
DR. JOHN J. MOORHEAD AND DR. HOWARD F. SHATTUCK, 


CHAIRMEN, PRESIDING. 


THE ORDINARY TYPES OF THYROID 
DISEASE 


DR. EUGENE H. POOL 


When planning the papers for this meeting, it 
seemed wise to have someone give a classification 
of goiter so as to avoid confusion in the following 
discussion espec‘ally in regard to nomenclature. 
Such confusion is especially likely to arise in con- 
nection with the use of the term “hyperthyroidism.” 
This term applies to two distinct conditions that dif- 
fer somewhat clin‘cally, but differ radically histo- 
logically and therapeutically, namely the toxemia 
associated with adenomata and the toxemia of 
Graves’ disease or exophthalmic goiter. 


I shall classify only the types of disease of the 
thyroid which are ordivarily seen clinically, and 
shall omit malignant growths, rare conditions, such 
as Riedel’s struma, and secondary changes, such as 
cysts. The classification attempts to harmonize the 
clinical picture with the histological findings. 


The basis of the classification is the thyroid unit 
or acinus. When the thyroid gland is inactive, a 
definite change is noted. The acini are increased in 
size ; the epithelial cells lining them are low cuboidal 
and the colloid is densely stained and stored within 
the acini. It is a relatively resting state. This con- 
dition is seen in colloid goiter which gives no toxic 
symptoms and requires treatment only for cosmetic 
or mechanical reasons, 


The so-called “puberty hypertrophy” presents the 
same histological type. It occurs in a considerable 
number of young persons during adolescence. The 
thyroid is diffusely enlarged. There are no toxic 
symptoms. These cases are improved under the 
systematic administrat‘on of small doses of iodine. 

With increased activity of the thyroid, as in ex- 
ophthalmic goiter, there are usually definite histo- 
logical changes in the thyroid parenchyma. The 
vascularity of the gland is increased, the acini are 
enlarged and irregular, their epithelial lining cells 
are elongated and columnar and the secretion is not 
stored but apparently passes quickly into the cir- 
culation. 

Although this is the usual condition, it is not in- 
variably found. I have seen a case of marked Graves’ 
disease in which the thyroid did not show any hyper- 
plasia, a colloid condition presenting throughout. I 
have had a number in which there was a variable 
degree of lymphoid infiltration, and one in which 
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the thyroid tissue was practically replaced by 
lymphoid. 

These exceptions are not important from the 
therapeutic standpoint. But they suggest that the 
thyroid: is not the all-important factor in the disease; 
that perhaps the cause of this disease must be 
sought elsewhere than in the thyroid. 

Occasionally, in early life, soon after puberty, a 
mild type of toxemia occurs with enlargement of the 
thyroid. The patients show slight degrees of 
tachycardia, tremor, nervousness and increased basal 
metabolism. In other words they are mild or 
“fruste” types of exophthalmic goiter. We must 
consider well in every young individual, before 
giving iodine, whether the case is non-toxic or toxic, 
that is whether it is one of puberty hypertrophy or 
puberty hyperplasia. As has been said, the former 
do well under iodine; the latter, or toxic cases, must 
be treated differently. They should have their ac- 
tivities restricted and carefully regulated and they 
should be treated as cases of Graves’ disease, but 
only conservative non-operative methods should be 
employed. 

We come now to the fifth type of thyroid disease, 
the adenomata, that is benign tumors within the 
thyroid gland. They follow in general one of two 
types: fetal or adult, with variations. Their im- 


portance to us is that cases of single and multiple 


adenoma may, especially after a long period, de- 
velop toxic symptoms, suggestive of exophthalmic 
goiter, especially tachycardia. If the toxemia per- 
sists, the heart may become markedly and perman- 
ently affected. Therefore, these cases should be 
treated, and there is no other way than by opera- 
tion. The +#-ray and iodine do not help. In non- 
toxic cases a single adenoma or multiple adenomata 
in general should be removed as a prophylactic mea- 
sure. Where toxic symptoms have developed re- 
section of the gland is preferable to enucleation of 
the adenoma since small adenomata which may cause 
a persistence of the symptoms may be removed by 
this procedure. The results of such operations are 
usually successful in arresting the toxemia. It is 
important to recognize in every case of hyper- 
thyroidism whether the toxem‘a is due to adenomata 
or Graves’ disease. Unfortunately this differentia- 
tion sometimes cannot be made. 

To summarize, then, the five types of disease of 
the thyroid which are ordinarily met clinically are: 
(1) colloid goiter which has no associated toxic 
symptoms and is treated by operation for mechanical 
or cosmetic reasons; (2) puberty hypertrophy, to be 
treated with small doses of iodine; (3) adenomata, 
with or without toxic symptoms, for which opera- 
tion offers the only satisfactory result; (4) exoph- 
thalmic goiter (Graves’ disease) including the type; 
(5) which we have classified as puberty hypet- 
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plasia. Cases of exophthalmic goiter follow an ir- 
regular course with exacerbations and remissions, 
and a certain proportion are self-limited. Others 
are benefited or cured by rest and other conserva- 
tive measures. It is also found that cutting down 
the activity of the thyroid gland results in improve- 
ment or cure in a large proportion of cases. This 
may be done by -r-ray or by diminishing the vas- 
cularity of the gland by vascular ligation or by liberal 
resection of the gland. 


With such uncertainty as to the outcome of any 
case and with this variety of therapeutic agents, of 
which the result in any case is problematic, it is im- 
portant that the value of each should be clearly 
stated and as far as possible the indications for the 
employment of the various measures. These will 
be important duties of the subsequent speakers. 


THE DIAGNOSIS OF HYPERTHYROIDISM 
DR. EUGENE F. DU BOIS 


( Abstract) 


For purposes of discussion the term hyper- 
thyroidism is considered synonymous with Graves’ 
disease, exophthalmic goiter and thyrotoxicosis. In 
frank cases of hyperthyro‘dism the diagnosis is so 
easy that it can be made at a glance. In this paper, 


attention is confined chiefly to the cases difficult of 
diagnosis and an attempt is made to analyze the 
symptoms and laboratory findings that are of prac- 
tical value. 

There are some mild cases in which no one can 
say positively that the patient is suffering from 
Graves’ disease. The best means of detecting the 
mild hyperactivity of the thyroid is the basal meta- 
bolism test, but there is some evidence that the meta- 
bolism may not be increased in every case. The 
only real test would be to remove part of the thyroid 
and watch for more rapid improvement than in con- 
trols not operated upon. 

The symptoms may be divided into three groups: 
1, those due to changes in the thyroid gland; 2, 
those due to disturbance of the sympathetic nervous 
system ; 3, those due to increased metabolism. 

_ As to goiter, there are probably some changes 
in the size of every hyperfunctionating gland, though 
not always palpable. The majority of enlarged thy- 
toids, however, are simple colloid goiters. There 
is usually a diffusely enlarged gland with a bruit in 
frank cases. A long quiescent adenoma may sud- 
denly start hyperfunction. Exophthalmos is said 
to be present in only four-fifths of the cases. It 
's also found in tumors of the orbit and, to a mild 
degree, in hypertensive nephritis. As to the eye 
signs, some of them are of value in corroborating 
a diagnosis, but none is of prime importance, ex- 
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cept the exophthalmos. Tremor is one of the most 
constant symptoms, but unfortunately, it is also 
quite marked in those diseases from which it is most 
important to differentiate hyperthyroidism. Nerv- 
ousness is characteristic and in frank cases is most 
distressing. Unusual talkativeness and impulsive 
movements without definite purpose should be noted. 
In all severe cases the basal metabolism is markedly 
elevated, which leads to a number of symptoms. 
The patient has a tendency to feel warm even in cool 
weather and he suffers in hot weather. There is 
increased respiration and increased blood flow; 
there is a tendency for an increase in pulse pres- 
sure and the systolic blood pressure is raised more 
than the diastolic. There is a demand of the body 
for more food and if this is not met by increased 
appetite there is loss of weight and strength. There 
is great damage to muscular efficiency. Other symp- 
toms and laboratory findings are dark pigmentation 
of the skin, gastrointestinal crises, a tendency to- 
ward auricular fibrillation and occasionally heart 
failure, and sometimes enlargement of the thymus. 

At the present time the basal metabolism is the 
greatest single aid in the diagnosis of hyperthyroid- 
ism. It is of value, but it is not specific. Its de- 
termination must be very accurate and care must be 
taken to avoid increase of the metabolism during 
the test due to the nervousness of the patient. 
Duplicate or triplicate tests should be made on the 
first day, to be repeated on another day if the re- 
sults are doubtful. The pulse rate is the next most 
valuable single test. The diagnosis of hyperthy- 
roidism depends upon a careful history, a thorough 
physical examination. with appropriate laboratory 
tests and, most important of all, a careful analysis 
of the whole situation. The degree of hyperactivity 
of the thyroid gland must be estimated in order to 


apply the proper form of treatment. 
Discussion 

Dr. Cameron V. Battery: Dr. Du Bois divided the 
symptoms of thyroid disorders into three groups. The 
symptoms of the first group are due to increas:d com- 
bustion, the symptoms of the second group are due to 
disturbances of the sympathetic nervous system, and 
the third group includes changes in the size and con- 
sistency of the thyroid gland and the presence of ex- 
ophthalmos. We are prone to consider functional ab- 
normality of the thyroid gland in terms of the basal 
metabolic rate. In the majority of cases this is proba- 
bly correct, but occasionally one sees patients with an 
enlarged thyroid gland, with exophthalmos, tremor and 
tachycardia when under emotional strain, and with a 
persistently normal basal metabolism. Such patients 
give no history of repeated attacks of hyperthyroidism 
to account for the damaged heart and nervous system; 
it is possible that we are dealing with a dysfunction of 
the thyroid gland not associated with disturbance of the 
heat production. Certainly some of these patients show 
improvement following partial thyroidectomy. Hyper- 
thyroidism has an increased metabolism; the most strik- 
ing signs are a flushed moist skin, accelerated basal pulse 
rate, readily induced fatigue, unusual talkativeness and 
impulsive purposeless movements. These signs are of 
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greater value than the presence of tremor, exophthalmos, 
or changes in the size of the thyroid gland. Perhaps 
the best test, aside from the basal metabolism, is the 
basal pulse rate. If the pulse is below 60 we may feel 
quite sure that the basal metabolism is not above the 
average normal; if the pulse is below 80 we may as- 
sume that the basal metabolism is within the normal] 
limits. In the one individual the pulse rate varies with 
the metabolism and indicates changes in the intensity 
of the disorder. However, no general rule applies by 
which we can estimate increased metabolism by means 
of the basal pulse rate. In interpreting the basal meta- 
bolic rate we must remember that any condition involv- 
ing a rise in body temperature or an increase in muscular 
or cellular activity will cause an elevation of the basal 
metabolism. In edema the heat production is unchang- 
ed, but the added weight increases our calculated sur- 
face area and the basal metabolism may appear to be 
20% to 40% below the average normal. A_hyper- 


thyroid patient may have a normal basal metabolism due . 


to the self-administration of iodine. An obese patient 
may have an abnormal metabolism from the use of thy- 
roid extract. Clinical calorimetry should be regarded 
as an aid in diagnosis; it probably tells us the toxicity 
of the thyroid gland, but it does not tell us the clinical 
condition of the patient. 


Dr. Nellis B. Foster read a paper on The Medical 
Treatment of Hyperthyroidism which was published 
in the JourNAL, December, 1925, 39, 293. 


Discussion 


Dr. Leo Kesset: I would like to bring to your 
attention some of the points we have learned from con- 
tact with our own patients during the past five years. 
Dr. Foster has emphasized all the points well known in 
connection with the medical treatment of the disease 
and these we have also observed. 

The first therapeutic principle is rest. This is essen- 
tial. Rest means bodily and mental rest and some- 
times involves psychotherapy. The patient in the hos- 
pital with husband and children at home is often in 
mental distress, and to ameliorate this we have called 
in the aid of the Social Service department to visit the 
home and bring reassurance direct to the patient. In 
cases where there has been uneasiness regarding the 
husband we have even instituted ourselves as a court 
of domestic relations. To repeat, rest must be physical 
and mental. We have also used hydrotherapeutic meas- 
ures to arrest muscular restlessness. We have had 
patients remain in wet packs for an hour at a time at 
a temperature ranging from 85° to 70° F. 

In regard to feeding, high protein or high fat diet 
seems to make no difference in the acceleration of a high 
metabolic rate, but we have tried to adhere to a high 
carbohydrate diet. 

The question of infection seems to us very important. 
We feel that some of these cases have been relieved 
by removal of foci of infection. We have seen a fairly 
large number of individuals who, having gone into a 
stage of arrest in the course of a hyperthyroidism, have 
been rapidly thrown back into a serious attack of Graves’ 
disease after suffering from upper respiratory infection. 
We believe this indicates the importance of removing 
the foci of infection. Drainage of a purulent infection 
of the sinuses, has resulted in rapid amelioration of the 
general symptoms in the course of Graves’ syndrome. 

For auricular fibrillation before operation, we have 
tried quinidine several times but never have been suc- 
cessful in establishing a normal rhythm. 

In many cases iodine and iodides cause a temporary 
fall in the basal metabolism. Anyone who has seen 
these cases will be convinced of this. But the iodides 
are not curative and, having once relieved the symptoms, 
they will not do so at a subsequent flare-up of these 
symptoms. We do feel that they diminish the post- 
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operative crises. In the group or cases that we have seen 
at Mount Sinai Hospital, however, they have effected 
no reduction of the surgical mortality. I am now speak- 
ing from personal experience. They have had a well 
deserved vogue in the clinics throughout the country; 
they reduce the basal metabolism and subjective symp- 
toms and we think they make the patient less prone to 
postoperative thyrotoxicosis, but they do nvt reduce 
the mortality. We have described the influence of 
thyroxin upon the so-called crises in Graves’ syndrome. 
In three instances we have seen it exert a miraculous 
influence. 

We have been studying a group of unselected cases 
since January, 1921. We have reported on them on sey- 
eral occasions. At the end of four years we had 58% 
economically restored to usefulness with practically no 
symptoms. The other 42% include 10% fatal cases in- 
cluding those who died of illnesses unrelated to Graves’ 
Dr. Foster made the statement that exa- 
cerbations were less frequent in those individuals who 
had received surgical attention. We can say of the 
group we have treated medically that we have had only 
4% of remissions sufficiently strong to bring the patient 
back to the hospital. After we had studied this group 
for a few years without using any methods of “specific” 
therapy, we instituted a series in which subtotal thy- 
roidectomy was added to the routine, in order to attempt 
to evaluate the efficacy of operative interference as a 
“specific” therapeutic measure. Of a group of 111 cases 
46 went to operation, the remainder being individuals 
either too seriously ill for operation or feeling so much 
better after medical treatment that they refused surgical 
intervention. Of the 46 operative cases, 25 were treated 
before iodine was advocated. In this group there were 
three deaths immediately following operation and of 
the remaining 22 there were 8 who did better than any 
of those permitted to run a spontaneous course. Eight 
others did fairly well and 5 did badly, the patients being 
worse than before operation. Of 21 operated on after 
the preliminary treatment with Lugol’s solution there 
were 3 deaths, and of the remaining 18 about a third 
of the group did well, a third did fairly well and a third 
did badly. 

So far, we have a mortality in the non-operated group 
of an additional 10% so we can claim nothing for sur- 
gery as compared with non-operative treatment of the 
disease. 

When an individual with Graves’ disease is being dis- 
cussed as a surgical case it should be borne in mind 
that no one is able to state that the individual will not 
suffer a serious and, possibly, a fatal post-operative 
crisis. It is not uncommon for an individual with a 
slight form of Graves’ disease to have a very serious 
reaction after operation. We have not been able to 
convince ourselves that pre-operative delay is of great 
importance in this respect. Surgeons have claimed that 
if a patient has exophthalmic goiter he must be operated 
on early in his disease so he shall be guarded from 
developing the degenerative phenomena of Graves’ dis- 
ease, but we think that danger is exaggerated. Those 
whom we have watched have rarely manifested these 
degenerative phenomena. I hold no brief for medical 
or for surgical treatment. When one finds that the 
spontaneous course of a disease is apt to result in 60% 
of arrests, with a mortality of 10%; while surgical treat- 
ment in the hands of good surgeons is apt to yield an 
immediate mortality of 10%, one should be guarded in 
making the statement that this is a disease exclusively 
for medicine or exclusively for surgery. The treatment 
we shall have to adopt will have to show definite 
amelioration of symptoms better than we can now ¢X 
pect from a spontaneous course of the disease. 


Dr. Emil Goetsch read a paper on The Surgical 
Treatment of Exophthalmic Goiter, which was pub- 
lished in the JourNAL, December, 1925, 39, 289. 
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THE RATIONALE OF SURGICAL 
MEASURES FOR THE CURE OF 
OBLIQUE INGUINAL HERNIA 


Essentially the operation commonly performed 
for inguinal hernia, Bassini’s hernioplasty is not, 
as many think, a reparative operation upon a dis- 
ordered inguinal canal. It is not an attempt to re- 
store the canal to an anatomic normal. It is an ef- 
fort to alter the architecture of the canal. The chief 
plastic feature of Bassini’s operation and of most of 
its modifications is the attachment by sutures of 
the co-called conjoined tendon (of obliquus internus 
and transversus ) to Poupart’s inguinal ligament, thus 
essaying to provide a muscle support for the periton- 
eum and abdominal contents across an area where 
normally no such support exists! What is sutured as 
“conjoined tendon” is, however, not tendon at all 
(except at its very termination), but the rounded 
edge of the obliquus internus muscle; and much mis- 
giving has arisen concerning dependability upon 
union between muscle and aponeurosis thus artifici- 
ally contacted. Seelig and Chouke concluded from 
their oft-quoted experiments, (Archives of Surgery, 
1923, 7, 553) that “normal muscle will not unite 
firmly with fascia or ligament. It is, therefore, a 
useless procedure to suture the abdominal muscle 
to Poupart’s ligament” ; and this conculsion has been 
widely accepted. Now, however, A. R. Koontz re- 
Ports from the Surgical Laboratory of the Johns 
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Hopkins Medical School (Surgery, Gynecology and 
Obstetrics, February, 1926) that if Seelig and 
Chouke had removed the layer of areolar tissue that 
separates the fascia lata from the underlying muscle 
before suturing these structures together they would 
have secured, as he did, firm fibrous union between 
them. Koontz also secured good union, in his dogs, 
by suturing the obliquus internus to Poupart’s liga- 
ment, even though the muscle had to be drawn 
down under considerable tension; and he demon- 
strated fibrous tissue growing from the ligament in- 
to the muscle, and capillaries passing freely from the 
muscle coverings into the ligament. He found, 
too, that cutting away a small strip from the edge of _ 
the muscle, to make a raw surface, tends to make 
the union firmer, It is, of course, important to 
have no intervening areolar tissue, as Koontz points 
out and as Gallie and LeMesurier demonstrated in 
their experiments upon tendinous and aponeurotic 
structures. Accordingly it is the practice of experi- 
enced herniotomists to rub this thin layer off the 
ligament with a gauze wipe or scalpel. 

Passing, however, from experimental to clinical 
observations, it is a common experience to find in 
cases operated on for recurrence after inguinal her- 
nioplasty that the attachment of the muscle to Pou- 
part’s ligament has not held; and while there is no 
general agreement that this separation takes place, 
even in cases of recurrence, it seems quite safe to 
say that one can not feel sure of obtaining a firm 
union. Efforts have therefore developed to over- 
come what many regard as an essential weakness in 
the Bassini plastic, without abandoning the principle 
on which it is based—the artificial approximation of 
the musculo-aponeurotic boundaries of the canal. 
These efforts have taken two directions. The first 
and most commonly applied is to sew the cut edge 
of the externus obliquus aponeurosis, instead of, or 
in addition to, the muscle mass to Poupart’s liga- 
ment. This is the important feature of the Andrews 
“imbricating” operation of 1895 (known in Europe 
as the Girard operation) and of various modifications 
thereof. AS we have pointed out in an earlier editor- 
ial, however, such a procedure does not change the 
condition existing before the operation or introduce 
any fresh support, except insofar as it narrows the 
external ring and somewhat increases the tension of 
the aponeurosis—for, of course, that aponeurosis 
extended to the ligament before the incision was 
made to expose the canal. The other direction has 
been the employment of fascial (aponeurotic) 
strands for the suture material. Thus Gallie and Le- 
Mesurier weave strips of fascia lata back and forth 
between Poupart’s ligament and the muscle (“con- 
joined tendon”), while Adair uses strips of the cut 
edge of the external obliquus aponeurosis, still at- 
tached at one end thereto, with which to suture the 
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muscle in actual contact with the ligament. Either 
of these two procedures will effect a firm and, pre- 
sumably, a lasting union. 

Admitting, however, that the muscles can be at- 
tached to the inguinal ligament or that the outer ring 
can be narrowed by suturing the external oblique 
aponeurosis, one may properly raise the question of 
the rationale of either of these procedures as a routine 
step in the surgery of indirect inguinal hernia. It 
must be admitted that many. individuals with large 
subcutaneous (external) rings, attenuated muscles 
and correspondingly relaxed canals go through life 
without a hernia; and that, on the other hand, in 
many instances of inguinal hernia the subcutaneous 
ring is small and the musculo-aponeurotic structures 
of the canal show no departure from the normal. 
To what extent, then, if at all, is it necessary to alter 
the arrangement of those structures in order to pre- 
vent the recurrence of a hernia? In various editor- 
ials we have expressed our adherence to the hy- 
pothesis of the saccular (congenital) theory of her- 
nia, of which R. Hamilton Russell of Australia has 
been the leading and most ardent advocate; and we 
shall not here again review the cogent arguments 
that support this theory, nor those of Sir Arthur 
Keith and others who refuse to accept it. 

More than thirty years ago Russell found at the 
Children’s Hospital in Melbourne that the simple 
total removal of the sac was curative of the inguinal 
hernias of infants and children. In one of the large 
hospitals of Liverpool (The Royal Southern, if our 
memory is not at fault), in the Royal Hospital for 
Sick Children in Edinburgh, and probably elsewhere, 
inguinal hernia in infants is treated in the out-patient 
department by a simple operation that consists in 
the ablation of the sac without any attempt to alter 
the architecture of the canal. In the Edinburgh 
Medical Journal, June, 1925, 32, n. s., 281, Gertrude 
Herzfeld reported that she had thus operated upon 
one thousand children, with but one recurrence and 
with one failure of primary union; and she stated 
that the operation takes but three to five minutes. 

Strong in his faith in the saccular theory, Russell 
applies essentially the same operation to the treat- 
ment of adult oblique imguinal hernia; and he has 
demonstrated to his own satisfaction that the total 
removal of the sac (the cause of the hernia) is all 
that is necessary to emect cure. Kocher’s second 
operation ligated and removed the sac; and Russell’s 
procedure is not a reversion in type to the unsatis- 
factory methods that preceded the introduction of 
inguinopiastics by Bassini and Halsted. It removes 
the sac high, i. e., at the peritoneal reflection, leav- 
ing no pouch to encourage a recurrence. Splitting 
the external oblique aponeurosis to expose the canal, 
he isolates and drags down the sac and, work- 
ing deep in the abdomen, he frees its neck with the 
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finger. Then, while continuing to pull upon it, he 
twists the sac tight, applies a crusher at the point 
where it comes off the abdominal peritoneum, and 
there applies a catgut ligature without transfixion, 
Closure of the incisions in the external oblique and 
in the skin completes the operation. As Russell 
said in an address delivered in this country in 1924 
(Surgery, Gynecology and Obstetrics, November, 
1925, 41, 605) the great majority of those surgeons 
who accept the saccular theory lack the courage to 
carry it to its logical application and to discard the 
plastic operations. It must be confessed that these 
latter fail to cure in a not inconsiderable percentage 
of cases. They all possess the merit of adequate ex- 
posure and, properly performed, they all include 
high ligation of the sac. We do not know of any 
type of hernioplasty that, even in favorable cases 
and with the most meticulous workmanship, has not 
its share of recurrences. With the larger percentage 
of cures one remains in doubt as to how much of 
the result may be allocated to the musculo-aponeuro- 
tic suturing. The unmodified Bassini hernioplasty 
has to its credit a very high percentage of cures, and 
yet, as we have seen, the attachment of muscle to 
ligament, designed to close up the canal and form a 
new bed for the cord, is of doubtful security, 

In an article upon The Persistent or Preformed 
Sac in Relation to Oblique Inguinal Hernia, also in 
the November, 1925 Surgery, Gynecology and Ob- 
stetrics, and abstracted in the JouRNAL, December, 
1925, Hughson of Baltimore states that Russell “re- 
gards the absence of symptoms for one year as a 
cure.” We agree with Hughson, who favors the 
saccular theory, that this is too short a period. We 
do not know how Russell’s ultimate results compare 
with the best that have been secured by plastic opera- 
tions. Sharing as we do his firm belief in his ex- 
planation of the pathogenesis of the ordinary hernias, 
we nevertheless see in Russell’s operation what we 
regard as a real fault, viz., that it takes no account 
ot or, at any rate, makes no deliberate provision to 
repair, the defect in the transversus fascia through 
which the sac passes from the abdominal cavity. The 
opening in this thin fascia for the spermatic cord in 
the mate, for the round ligament in the femaie, is the 
abdominal (internal) ring of the inguinal canal. 
When there is an indirect hernia the fascial opening 
is enlarged by the circumference of the neck of the 
sac; and if this defect is not repaired there is left a 
hiatus through which the distensible peritoneum, 
normally supported by the fascia, may again bulge. 
In infants, in adults with narrow-necked hernial sac, 
the hiatus is small and it is probably sufficiently 
closed by the ligature applied to the sac. When the 
ring is considerably stretched by the passage of a 
larger-mouthed sac it is altogether desirable that the 
opening in the transversus fascia should be reduced 
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by sutures to only that size needed for the spermatic 
cord or the round ligament, 

Slattery (Lancet, 1917, 2, 455), abandoning the 
musculo-aponeurotic plastic, devised an operation 
coisisting in the removal of the sac and the restora- 
tion of the abdominal ring by suturing the trans- 
versus fascia to the inguinal ligament, retracting the 
muscles in order to secure with the fascia the lower 
aponeurotic portion of the transversus muscle. Pitz- 
man of St. Louis also clearly recognized the trans- 
versus fascia as the structure supporting the periton- 
eum and the opening in that fascia as the invitation 
to a recurrence of the hernia. Accordingly he, too, 
developed an operation in which removal of the sac 
and closure of the transversus fascia are the sole 
reparative steps. After amputating the sac his 
stitches pass through the fascia and the still open 
peritoneum, traversing the opening, into Poupart’s 
inguinal ligament. We commend the careful read- 
ing of his admirable publication in Annals of Sur- 
gery, 1922, 74, page 610. Incidentally, Pitzman is 
not an advocate of the saccular theory. In earlier 
publications (Journal of the A. M. A., 1917, 69, 776; 
Surgery, Gynecology and Obstetrics, 1919, 28, 329) 
he stated his belief that the sac does not cause the 
hernia, but the hernia causes the sac. Harrison, in 
Persia, (Archives of Surgery, 1921, 74, 610) also 
relies upon ablation of the sac and closure of the 
ring (transversus fascia); and, as contrasted with 
the results of Bassini-type operations, his newer 
procedure was not followed by recurrence in any 
case. He splits the neck of the sac into two leaves, 
imbricates them with the attached transversus fascia, 
and brings the cremaster muscle over the suture 
line and under the “conjoined tendon” as a tempor- 
ary support. The plastic operations of Marcy, Bas- 
sini, Halsted all seem to have missed the importance 
of closing the dilated abdominal ring—the hiatus in 
the transversus tascia. 1n the operat.on which Fer- 
guson introduced in 1899 (Journal of the A. M. A., 
33, July 1, 1899) and in which he stitched the con- 
joined muscles to the u.gu.nal hgament over the 
cord (instead of under it as in the Bassini operation) 
he also sutured the transversus fascia with catgut 
to make a weil-fitting ring tor the cord. One may 
raise the question whether this is not the more im- 
portant step in Ferguson’s procedure than his repair 
ot what he believed to be a deficient origin of the 
transversus and internal obliquus from the inguinal 
ligament. 

Others followed Ferguson in describing suture 
of the transversus fascia as one of the steps in 
their plastic operations ; and as surgeons have been 
getting away from reliance upon the Bassini pro- 
cedure of suturing muscle to aponeurosis, so too 
there has been slowly growing a recognition of the 
desirability of including a repair of the stretched 


EDITORIAL; PROGRESS IN SURGERY 


AMERICAN 75 
JouRNAL OF SURGERY 


transversus fascia. We believe that when this is 
satisfactorily accomplished and the sac is tied off 
high, no rearrangement of the architecture of the 
canal is necessary. If the neck of the sac is not very 
large the fascia transversus can usually be adequate- 
ly closed down upon the cord without difficulty. 
When, however, the opening into the sac is a large 
one, the edge of the hiatus in the fascia, which is at 
least as large, is often attenuated and indefinable. 
Closure of the opening is then not easy. One may, 
perhaps, accomplish the purpose by seeking a stouter 
portion of the structure under the muscles, If this 
fails, if the surgeon does not feel that he has ade- 
quately restored the transversus fascia, then we be- 
lieve that he will be quite justified in resorting to a 
plastic operation to secure some substituting support 
for the peritoneum; and he may elect to do this by 
a (Bassini or Ferguson type operation, preferably 
using fascia-strip sutures to insure union, or by an 


‘Andrews operation or such modification thereof as 


that of Stetten (Annals of Surgery, 1920, 71, 744), 
or by transplanting a piece of fascia lata. The um- 
bilical hernia is no less congenital in origin than the 
inguinal ; yet one would scarce expect to cure a well- 
developed umbilical hernia by merely tying off the 
sac! 

Those interested in the pathogenesis of abdominal 
hernias, the development of certain operative pro- 
cedures, and the relation of hernia to accidents and 
to compensation claims, are referred to previous 
editorial discussions in the following issues of the 
JouRNAL: July, 1908, 22, 219; April, 1909, 23, 149; 
February, 1912, 26, 86; June 1915, 29, 223; Septem- 
ber, 1915, 29, 352; November, 1915, 29, 413; June, 
1922, 36, 148; March, 1924, 38, 72. 
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Selections from Recent Literature 


End-Results of Radium Treatment of Skin Cancer. 
Ernest M. Daranp, Boston. The Journal of the 
A, M. A., February 13, 1920. 

The results in 265 cases of skin cancer treated by 
radium are analyzed. The early cases show 81 per cent 
of cures by radium, and 3 per cent by operation follow- 
ing radium. The moderately advanced cases show 38.4 
per cent of cures by radium, and 10 per cent by radium 
and operation. None of the advanced cases was cured 
by radium and only 3 per cent by the combined treat- 
ment. The results of all cases give 62.5 per cent of three 
year cures by radium alone and 4.4 per cent more by 
operation following radium. In cancer of the nose alone, 
there were forty-four cures in fifty-seven patients. When 
it involved the adjacent structures, there were ten cures 
out of seventeen cases. The ear cases showed nine well 
of twelve treated, but when the disease spread from the 
ear to surrounding tissues the patients all died. The eye 
cases were the most satisfactory of all, there being twen- 
ty-five cures out of thirty cases. There was but one 
death, the other patients being alive with the disease. 
The other large group of patients, those in whom the 
cheek was involved, gave twenty-six cures out of forty- 
one possibilities. The results given are of two year 
cases and include all cases treated by radium, early and 
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advanced. Patients dying with cancer still present are 
recorded as dying of cancer. It seems fair to conclude 
that radium is the treatment of choice in cases of cancer 
of the nose and the eyelids, when operation would cause 
severe deformity. It is a perfectly satisfactory method 
of treating skin cancer in any location, although excision 
is satisfactory when the lesion lies in an area in which no 
deformity would result. Anything but the most super- 
ficial lesions on the ear or dorsum of the hand should be 
excised. The best method of treatment is to destroy 
the gross lesion by the insertion of 1 millicurie radium 
emanation seeds, one to each cubic centimeter of tissue. 
Emanation tubes in steel jackets should then be used to 
destroy any remaining growth, from 12.5 to 15 millicurie 
hours to an area, the tubes not nearer to each other than 
1 cm. An alternate method is to place such a tube on 
1 cm. of gauze or wood or on a hollow brass cone. In 
this case the dose should be quadrupled. Palliation and 
relief from pain may be given in some cases in which 
cure is out of the question. 


Actinomycosis of the Face and Neck Treated with 
dium. S. A. HeEyeEerDAHL, Olso, Christiana. T7he 
British Journal of Radiology, January, 1926. 

The author reports the clinical history and results in 21 
cases of actinomycosis of face and neck, some of these 
very serious cases, which were treated with radium at the 
Riks Hospital, Oslo, Norway, in the course of ten years 
(1913-1923). In all cases the diagnosis was confirmed 
microscopically. In most of these patients, before radium 
treatment, one or more incisions of the abscess were made, 
and at the same time potassium iodide was employed. After 
the patient began the radium treatment, all other treai- 
ment was suspended. In the great majority of cases gamma 
rays were employed, from concentrated preparations of 
radium, the radium rays being filtered through 1-2 mms. of 
lead. 

The result of the radium treatment in all cases has been 
cure without relapse; in the majority of cases with fine 
cosmetic results. They have been observed from I-10 years 
after radium treatment. The less severe the previous opera- 
tion, the greater the chances for a fine cosmetic result. 


Persistent and Recurrent Hyperthyroidism. Frank H. 
Laney and Howarp M. Crute, Boston. Annals of 
Surgery, February, 1926. 

Following subtotal thyroidectomy, persistence of symp- 
toms of hyperthyroidism, together with persistence of a 
basal metabolic rate above normal, indicates that there still 
remains a segment of hyperfunctioning gland capable of 
producing hyperthyroidism. 

Removal of a very large proportion of this segment by 
reoperation wil in a majority of instances bring about 
a cure. 

The administration of Lugol’s solution to these cases, 
even over a period of months, has failed to produce a 
single cure. 

The essential factor in the reoperation of these cases 
is the separation and retraction of the internal jugular 
vein and the common carotid artery from the thyroid rem- 
nant. With this done, any amount of thyroid tissue desired 
may be removed from the thyroid remnant. 


Total Thyroidectomy in Thyrotoxicosis of the Exoph- 
thalmic Type. A Preliminary Report. P. K. Giman 
and W. E. Kay, San Francisco, Calif. The American 
Journal of the Medical Sciences, February, 1926. 

In selected cases at least, a total thyroidectomy is 
indicated. For all cases requiring operation a much 
larger amount of thyroid gland should be removed than 
is at present usually done for the entire gland is diseased 
and normal should be substituted (thyroid feeding). 

The postoperative reaction appears to be inversely 
proportionate to the amount of gland removed. This 
apparently applies likewise to the period of convales- 
cence. 

It is not difficult in cases of total thyroidectomy to 
maintain a proper thyroid balance with a thyroid prep- 
aration, if regulated from time to time by basal meta- 
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bolic determinations. A number of these patients are 
able to determine subjectively the amount of thyroid 
extract they require. 

In seemingly hopeless cases of exophthalmic goiter 


the results of total thyroidectomy have been most grati- . 


fying. The patients after long periods of complete 
invalidism have resumed their usual occupations and 
enjoy good health. The procedure may be extended to 
embrace less severe cases because: (1) The entire gland 
is diseased; (2) the amount to be removed is indeter- 
minate and the subsequent action of the amounts of 
gland remaining is likewise indeterminate. 

This report is based on 10 cases, with uniformly good 
results. 

In all of the cases the operations were performed 
under light nitrous oxid and oxygen anesthesia and both 
sides of the neck were blocked by injecting 0.5% novo- 
cain previous to the incision. 


Tuberculosis of the Mammary Gland. ArtHur M. SHIPLey 
and Hucu R. Spencer, Baltimore. Annals of Surgery, 
February, 1926. 

Ten cases are reported, all in females. In one case 
there was a history of trauma. In five cases there was 
clinical evidence of preexisting tuberculosis elsewhere. 
There was an involvement of the cervical lymph nodes in 
one case and of the axillary nodes in six cases. In all cases 
the lesion was unilateral, with involvement of the right 
mammary gland in seven cases, and of the left in three 
cases. The lesions were single in five cases, multiple in two 
cases, and diffuse in three cases. The portion of breast 
involved was very irregular. There was skin ulceration 
in three cases, retraction of the nipple in two cases, dis- 
charge from nipple in one case, and sinus formation in one 
case. 

The preoperative diagnosis was tuberculosis in four 
cases, chronic mastitis in one case, and carcinoma in five 
cases. 

Three cases at least seemed the result of retrograde in- 
fection from the axillary nodes, one case apparently repre- 
sented a retrograde infection from the cervical nodes, and 
one was secondary to tuberculosis of the lungs and pleura. 


Experiences with Cholecystography, Including Observa- 
tions on the Functions of the Gallbladder. L. R. 


Wuitaker, Boston. The Journal of the A. M. A, 
January 23, 1920. 

Whitaker states that at the Peter Bent Brigham Hos- 
pital the intravenous method of administration of sodium 
tetra-iodophenolphthalein has been employed with sixty 
patients, 8 per cent of whom showed reactions severe 
enough to cause headache, and nausea and vomiting, but 
in no case dangerous. In twenty-eight of these patients 
on whom exploratory laparotomies were made the diag- 
nosis by cholecystography proved to be correct in 93 per 
cent, as against 70 per cent by clinical methods. Through 
the cooperation of a firm of manufacturing chemists, an 
oral method for the administration of sodium tetra-iodo- 
phenolphthalein in “enteric” coated pills has been devel- 
oped. The dosage used is 5 grains (one pill) for each 
10 pounds of body weight (up to twenty pills) in stout 
patients (0.3 Gm. for each 4.5 Kg.), and 5 grains for each 
12 to 15 pounds of body weight in thin patients (03 
Gm. for each 5.4 to 6.8 Kg.). The instructions to the 
patient are as follows: A light supper without meat 1s 
eaten at 6 p. m. Starting at 8 p. m., four pills are taken 
with half a glass of water every half hour until the re- 
quired number is taken. During this process the patient 
should lie on his right side and for an hour or more 
thereafter, drinking considerable water until bedtime. 
(This facilitates the passage of the pills through the 
pylorus.) The pills must not be broken. No cathartic 
must be taken. No food must be eaten until after the 
first roentgenogram is made. The roentgenographic 
technic is that usually employed for gallbladder work, 
the Bucky diaphragm being used, and several exposures 
being made at a sitting. Of the first 100 persons given 
the drug orally, sixty-eight suffered no reaction, eight 
had nausea, twelve had nausea and vomiting, and twelve 
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had diarrhea. None of the reactions was severe enough 
to be at all alarming. Out of twenty-five supposedly 
normal subjects in the series, twenty-three showed gall- 
bladder shadows. With approximately half of the sev- 
enty-five patients, no shadows were obtained. Most of 
these, however, had histories suggestive of gallbladder 
disease. Out of thirteen of these patients showing no 
shadow by the oral method, eleven were subsequently 
checked up by the intravenous method and shown to 
have a pathologic condition of the gallbladder. Whitaker 
believes that the intravenous use of sodium tetra-iodo- 
phenolphthalein is a safe and reliable diagnostic pro- 
cedure. The advantage of the oral method as compared 
with the intravenous is that, though not as reliable, it is 
more convenient and can be used in ambulatory patients. 
Cholecystography furnishes a means for the study of 
gallbladder function. Whitaker’s observations supported 
by others seem to prove that the gallbladder empties its 
contents into the duodenum, after the ingestion of foods 
rich in fat, for the purpose of digestion. Evidence has 
also been obtained which reflects doubt on the value of 
nonsurgical biliary drainage by magnesium sulphate, since 
the gallbladder drains more completély after the inges- 
tion of fat than after the intraduodenal administration of 
that drug. 


The Question of Gastroenterostomy in Duodenal Ulcers. 
Georce Woorsey, New York City. Surgery, Gyneco- 
logy and Obstetrics, January, 1926. 

Many series of cases of duodenal ulcer treated by gas- 
troenterostomy by American and British surgeons give satis- 
factory results ranging from 80 to 95%; Woolsey’s series 
shows 90%. Jejunal ulcer follows gastroenterostomy in 
about 2% of cases. In many cases improved (not cured) 
by the operation the ulcer is healed and the symptoms 
present are due to extra-gastric causes, commonly the ap- 
pendix or the gallbladder. Bleeding occurs in only a small 
percentage (5.7%) after gastroenterostomy and as a rule is 
not serious. Gastric acidity is much reduced by gastroenter- 
ostomy and remains so. This is essential to the best results. 

A few simple rules must be followed to obtain good 
results: (a) A gastroenterostomy should be done only 
when the ulcer can be seen or felt; (b) a good sized 
opening at the lowest point of the stomach should be made; 
(c) only absorbable sutures should be used; (d) extra- 
gastric causes of gastric symptoms and all foci of infection 
must be removed; (e) the after-treatment and diet must 
be as strict as that used in the medical treatment of ulcer. 

Excision is applicable in a small group of cases, with or 
without gastroenterostomy. Pyloroplasty is a good opera- 
tion but the results are inferior to those of gastroenter- 
ostomy. Gastrectomy has a much higher mortality and is 
not justifiable as a routine to avoid the small percentage 
of recurrences. It is applicable in a small group to cure 
recurrent hemorrhage of ulceration, jejunal, duodenal, or 
gastric. 


A Study of 6797 Surgically Removed Appendices. 
SHIELDS WARREN and ALIce S. WarreEN, Boston. 
Annals of Surgery, February, 1926. 

The diagnosis of chronic appendicitis is rarely justified 
pathologically, and should be reserved for those cases in 
which pus is present in the lumen without evidence of in- 
fammation in the wall. 

Benign tumors of the appendix, the so-called carcinoids, 
may be of inflammatory origin. 


Congenital Absence of the Vermiform Appendix. W. A. 
NEwMAN Dorzanp, Chicago. International Clinics, 
December, 1925. 

Complete agenesis of the vermiform appendix, the so- 
called “congenital absence” of the organ, is. exceedingly 
fare in man, though common in many vertebrate animals. 

There have been recorded thirty-seven authentic instances 
of this anomaly, including the case reported in this article 
The Inguinal Hernia. R. A. Woostey, St. Louis, Mo. 

Southern Medical Journal, February, 1926. 
Hernia should be considered a disease due to anatomi- 
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cal weakness and non-obliteration of the processus 
vaginalis. 

The presence of an unobliterated sac may be deter- 
mined by the expansile impulse felt with the cord be- 
tween the fingers in the absence of visceral protrusion. 

The length or thickness of the sac at operation does 
not necessarily indicate the duration of the hernia. 

To the presence of the preformed sac must be added 
the posterior canal wall defect in the production of 
inguinal hernia. 

The operation described removes the sac and rein- 
forces the posterior canal wall to a degree in considera- 
ble excess of the normal athletic wall, as insurance 
against recurrence. 


Symptoms in the Healthy Horseshoe Kidney and their 
Treatment. (Beschwerden bei gesunder Hufeisenniere 
und deren Behandlung.) Epuarp BrecHer, Vienna. 
Wiener klinische Wochenschrift, Vol. 39, No. 3, 1926. 

Brecher calls attention to the syndrome described by 
Rovsing as occurring in otherwise healthy horseshoe 
kidneys. These patients complain of pain in the mid- 
and upper abdomen which radiate to the back and into 
both flanks. The pains may be intermittent and colicky 
or continuous in character. Any work or motion which 
causes an increase of the normal lordosis leads to a 
marked increase in the pain. Any variety of gastro- 
intestinal symptoms may be noticed and the patients 
frequently complain of an annoying pulsation in the 
region of the umbilicus. It is rather characteristic that 
these symptoms have been noticed for many years and 
frequently since childhood. The urine usually shows 
no abnormalities and the diagnosis is to be made on the 
direct palpation of the intermediary bridge of kidney 
tissue and the x-ray findings. Roentgenographically, the 
kidneys are found to be situated lower than normal with 
their pelvis directed downward and inward. All of the 
types of symptoms above mentioned are to be referred 
to pressure of the intermediate renal bridge against the 
mesentery and the aorta situated in front of the horse- 
shoe kidney. 

In treating this condition, the author advises trans- 
peritoneal division of the renal bridge and suture of the 
abdominal wound without drainage. Should one of the 
calyces be accidentally injured, drainage becomes im- 
perative. 


The Treatment of Traumatic Rupture of the Kidney. 
Mirey B. Wesson, San Francisco. Annals of Surgery, 
February, 1926. 

Subcutaneous ruptures of the kidney heal without opera- 
tion and with a function loss of approximately 50 per cent. 
Before nephrectomy there should be an investigation as to 
the condition of the opposite kidney. Bladder catheteriza- 
tion is to be avoided when possible because of the danger 
of infection. Death never occurs from hematuria, per se, 
put blood clots in a bladder furnish ideal culture media 
for a catheter infection with ultimate exitus. By saving 
a ruptured kidney a useful organ 1s preserved, even though 
its function is somewhat impaired by the cicatricial bands 
strangulating some of the parenchymatous elements of the 
organ and in case of subsequent destruction of the unin- 
jured kidney the impaired one is able to do all of the 
work. Hematuria is not an indication for operation, being 
merely a signal while the hematoma is the measure of the 
lesion. An elevation of temperature may be due to ab- 
sorption of blood and not to infection. The kidney should 
be exposed when there is severe hemorrhage indicated by: 
(1) Falling blood pressure, (2) rising pulse rate, (3) de- 
creasing hemoglobin, and (4) an unsatisfactory general 
condition. Primary nephrectomy should not be done except 
for a torn renal pedicle. Conservative surgery consisting 
of the use of tampons or suturing should be the routine 
primary operative procedure. The operative treatment of 
rupture of the kidney is secondary to the therapy of shock. 


Phleboliths. M. Rochester, Minn. The 
Journal of Urology, February, 1926. 
With the development of the roentgen ray phleboliths 
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became clinically significant. They are seen most fre- 
quently in roentgenograms of the pelvis and at necropsy; 
38.99 per cent. of pelvic roentgenograms at the Mayo 
Clinic show shadows of phleboliths. The shadows were two- 
thirds as common in females as in males. Forty-seven per 
cent. of shadows of phleboliths were bilateral. 

The phleboliths vary between 1 and 10 mm. in diameter, 
the average being about 4 mm. They are found most fre- 
quently in the periprostatic plexus of males and in the 
uterine plexus of females; occasionally they are found in 
splenic veins and in the veins of hemangiomas. 

Microscopically, phleboliths are strikingly uniform, the 
main difference being that the larger ones show areas of 
ossification. Their chemical analysis shows that they con- 
tain practically: uniform ingredients. 

Phleboliths have their origin in thrombi. The chief fac- 
tors in their formation are lack of muscular support to the 
veins, stasis, undernourishment, infection, and calcification. 

The shadows of phleboliths are easily confused with the 
shadows of ureteral stones. Roentgenologists can determine 
in about 94 per cent. of cases if pelvic roentgenographic 
shadows are due to phleboliths. Urologists should be able 
to identify all pelvic shadows as extra-urinary or intra- 
urinary. 

The lead catheter is unreliable in localizing pelvic 
shadows. Pyelography is the most accurate method known 
for localizing questionable pelvic shadows. The perivesical 
plexus containing phleboliths and thrombi is an ever ready 
focus for emboli. 


Factors in the Management of Peritonitis. W. Wayne 
Bascock, Philadelphia. The Journal of the Indiana 


State Medical Association, February 15, 1926. 

The treatment of peritonitis is the early removal or 
occlusion of the source of infection with the least expos- 
ure or manipulation of the peritoneum, and the least 
possible disturbance wf the protective peritoneal exudate. 
Sero pus or thin fresh pus is bactericidal, antitoxic., 
Sew up the peritoneum and do not dilute, 


phagocytic. 
modify or remove this peritoneal fluid. Old thick pus, 
or pus with necrotic particles contains many dead cells 
and may be absorbed with difficulty. Do not wash it 
away but give it a chance to escape by a simple tubular 
drain. Drain, but do not disturb organized greenish or 
yellow exudate. 

Blood clot, dead tissue, foreign bodies or hemorrhage 
are deadly in incubating bacteria and spreading periton- 
itis. Remove, isolate, and occlude these factors by ap- 
propriate gauze packing. While the infected appendix 
usually is to be removed, do not attempt to excise or 
resect inflamed or necrotic omentum, or other tissue dur- 
ing an acute peritonitis. 

Operation is not of value in a secondary general purul- 
ent peritonitis that is an expression of a general sepsis as 
are many cases of pneumvococcic and certain cases of 
streptococcic peritonitis. Avoid operation in these pa- 
tients unless clear evidence of localization appears. 

Drainage of the general peritoneal cavity is impossi- 
ble. Drains usually are walled off within four hours. 
Multiple drains especially those between the intestinal 
coils and to various parts of the peritoneal cavity are 
unnecessary and harmful. 

Gonorrheal pus rarely is dangerous in the peritoneum, 
and never harmful to the skin, fat, fascia, or muscle. 
Never drain an abdominal wound for gonorrheal or 
tuberculous peritonitis. 

The Oschner method of delaying operation for peri- 
tonitis during the intermediate very septic period is val- 
uwable but is not well adapted to children or the aged, or 
in cases of perforation with rapid or continued leakage. 

Morphine in peritonitis temporarily reduces peristalsis, 
relieves pain, and affords rest; but it impairs peritoneal 
resistance, inhibits phagacytosis, blocks all forms of 
elimination except perspiration, reduces hepatic function, 
and favors nausea, toxemia, and delirium. Do not use 
morphine because there is pain, determine the cause of 
the distress; if from the nausea of gastric elimination, 
gastric dilatation, gastric retention, or gastric regurgita- 
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tion—use lavage by a gastric or duodenal tube. If from 
jejunal intoxication do an enterostomy. If from tym- 
pany use the rectal tube. If from toxic excitation or 
delirium aid elimination. If from secondary foci or in- 
fection locate, evacuate and drain. Morphine may be 
required at the onset of peritonitis and to tide the patient 
over certain crises. It should not be used as routine or 
continued treatment in peritonitis. 

No liquid or solid food should be given by mouth 
either before or after operation until safe localization 
has occurred, as shown by free spontaneous passage of 
flatus and feces with stabilization of the pulse. 

Enemas in peritonitis increase peristalsis, delay locali- 
zation, favor leakage, and dissemination of infection, and 
increase the patient’s discomfort. Enemas irritate the 
rec‘um, unbalance the bacterial equilibrium of the lower 
bowel, and favor bacterial growth. Proctoclysis pro- 
vides a fecal decoction and rich bacterial culture for ab- 
sorption. Proctoclysis should be replaced by the more 
certain and cleanly hypodermoclysis which may be used 
continuously. Many patients with peritonitis require 
additional water and salt during the period of localiza- 
tion. 


Trauma and Malignancy: With Report of Cases. 
Harry E. Mock and Joun D. Ettis, Chicago. The 
Journal of the A. M. A., January 23, 1926. 

The authors report nine cases of malignancy related 
to trauma and therefore compensable. In order to say 
positively that a malignant tumor had developed as a 
direct result of a single trauma, the authors formulated 
postulates from the purely medical standpoint as fol- 
lows: 1. Definite description by the reporting surgeon of 
the trauma at the time it was sustained. 2. Definite proof 
by every possible means of examination made at the 
time the injury was sustained that no tumor already 
existed at the site of trauma. 3. Definite signs and 
symptoms of a pathologic process continuing at the site 
of the trauma until a malignant tumor appeared and 
was positively diagnosed. Thus far they have been un- 
able to find a single case that fits these postulates. For 
application to cases that have a definitely legal aspect 
and appear before courts and compensation boards for 
adjustment, arbitration or litigation, they propose the 
following postulates, which are the first to be submitted 
for the consideration of surgeons and compensation 
boards in the United States: 1. Reasonable proof of a 
trauma of sufficient seriousness to cause definite tissue 
changes: (a) The injury to be reported within a reason- 
able period after the accident. (b) The examination and 
condition of the traumatized tissues to be reported by a 
physician within a reasonable period after the injury. 2. 
The developing neoplasm must be at the same site as 
the original injury and must involve some of the tissue 
which, without reasonable doubt, could have been involv- 
ed in the original trauma. 3. Definite evidence must be 
produced to prove that no neoplasm existed at the site 
of injury prior to the accident. 4. In addition to the 
history of trauma there must be a history of definite 
bridging signs, such as a persistent swelling, an unhealed 
wound, or anatomic and functional disturbances which 
connect the trauma with the malignant growth; sub- 
jective symptoms, such as complaint of pain, tenderness 
or weakness, are impossible to evaluate or visualize and 
therefore must not be considered competent evidence. 5. 
The time that has elapsed between a given trauma and 
the development of the malignant tumor need not be 
considered if the foregoing conditions have been present; 
however, it is safe to say that a malignant tumor that 
develops within two weeks after the trauma existed prior 
to the injury. 6. A preexistent malignant tumor may be 
aggravated or accelerated in its growth by a trauma; the 
trauma may be the first factor to call the patient’s atten- 
tion to the tumor. Treatment should be instituted at once 
to eradicate the tumor or at least to prolong the patients 
life. Under present laws, which provide for compensa- 
tion in case of aggravation of an existing condition, by 
trauma, the employer or his insurance company would be 
held responsible for this treatment, provided aggravation 
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could be shown, and would be forced to pay for the per- 
manent disability that might follow. He should not be 
held responsible for the subsequent death of the patient 
due to malignancy which will occur in the majority of 
these cases, for the trauma could not aggravate to the 
point of fatality a preexistent condition which already 
positively doomed the patient. Nor should he be held 
responsible for hastening the death, for this point could 
only be one of speculation on the part of the medical 
profession. 7. In the case of metastatic or secondary 
tumor developing at the site of trauma, the first four 
postulates must be met before the employer is held re- 
sponsible, and such responsibility should be limited to 
the treatment of the local condition; it should not be ex- 
tended, to include responsibility for the death that is 
bound to occur shortly, as the trauma could not have aggra- 
vated the primary growth. 


Diagnosis and Treatment of Fractures of the Skull as 
Developed in the Cincinnati General Hospital. B. N. 
Carter, Cincinnati. Annals of Surgery, February, 1926. 

Depressed fractures or compound fractures, and cases 
suspected of extradural hemorrhage are operated on im- 
mediately. 

All simple fractures except those with very mild symp- 
toms are subjected to lumbar punctures and are carefully 
observed for variations in pulse, respiration, temperature, 
state of consciousness and neurological signs. If, in spite 
of the lumbar punctures the pressure is found to be in- 
creasing or to remain high, a subtemporal decompression is 
performed at an early date. Those cases which respond 
to lumbar puncture are treated by that means. 

The punctures are done until the pressure is found to be 
normal and to remain so. 


Fracture of Both Bones of the Forearm. Cecit H. Bac- 
LEY, Baltimore, Md. Surgery, Gynecology and Obstet- 
rics, January, 1926. 

A study of 200 cases, 176 patients being under the age of 
15 years, has been made to determine the end-results of 
imperfect anatomical reduction of fracture of the forearm. 
Open operation was done in only 10 cases. 

In children a good result may be expected even when a 
perfect reduction has not been obtained, since there is 
much subsequent improvement as the bone growth proceeds. 

In children complete fracture is more frequent than the 
greenstick variety when both bones of the forearm are 
involved. 

In adults there is a very little tendency to overcome de- 
formity following imperfect reduction. 

Following indirect injury or trauma, fracture of both 
bones is to be expected rather than epiphyseal separation. 

When both bones of the forearm are fractured, the frac- 
ture occurs in the lower two-thirds of 90% of the cases. 

Before bony growth is complete a closed reduction is 
preferable to an open one, even though perfect alignment 
of the fragments cannot be obtained. 


Familial Finger Contracture and Associated Familial 
Knee-Joint Subluxation. Doucras P. Murpuy, 
Rutherfordton, N. C. The Journal of the A. M. A., 
February 6, 1926. 

The family reported on by Murphy live in an isolated 
tural community in western North Carolina. They are 
simple uneducated people of good habits and do not seem 
to have inbred closely. About one third of the family 
have finger contracture. It is more frequent in the males 
(41 per cent) than in the females (28 per cent), is trans- 
mitted by either sex and is equally severe in the two. It 
's always noticed at birth, and the deformity does not 
mcrease with age. The deformity is passed from genera- 
tion to generation without losing any of its character- 
istics or any of its severity. In fact, the most marked 
Contracture was observed in the youngest individual ex- 
amined. The severity of deformity in the parent does 
not have any direct bearing on the degree of defect as 
seen in the offspring. There is no evidence to indicate 
the cause of the finger contracture, although it appears 
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to be a part of a degenerative physical tendency, affect- 
ing especially the‘ joints. Shortening of the joint cap- 
sules appears to be the underlying cause of the deform- 
ity. Exaggerated flexion affects most frequently those 
fingers on the ulnar side of the hand, while the severity 
of the flexion increases as the radial side is approached. 
The thumb never seems to present anything but a very 
mild form of flexion. The most commonly associated 
skeletal disturbance to be noted was subluxation of the 
knee joint. This occurred in eleven members of the 
family distributed through three generations. It affected 
either knee, was noticed usually about puberty, and in 
most instances was easily reduced, after which the 
patient continued his work without further discomfort. 
Other stigmas. observed in this family include what is 
called “dropped shoulder,” observed in two members, 
and limitation of motion of the cervical vertebrae in a 
woman who suffered from frequent attacks of severe pain 
in the sacro-iliac region. Two children in one family 
presented overlapping of the second and third toes on 
each foot. Another father and son each presented a se- 
vere speech defect, while the youngest member, possess- 
ing the most aggravated form of finger contracture, had 
very deformed clubfeet. 


Intermittent Joint Hydrops and its Familial Form. (Hy- 
drops articulorum intermittens und seine familidre 
Form). HERMANN SCHLESINGER, Vienna. Wiener 
klimische Waochenschrift, Vol. 39, No. 3, 1926. 

The author reports several cases of intermittent joint 
hydrops, and gives the genealogical tree of one family 
in which several members were affected either with 
this disease or with other allied diseases. The affection 
is apparently more common in the female and is charac- 
terized by the regularity of intervals at which it appears. 
The knee joint seems to be more frequently involved 
than any other joint. This disease, in its clinical mani- 
festations and it alliance with other similar diseases, 
seems to be related to the group of angioneurotic 
edemas. 


Book Reviews 


Operative Cystoscopy. By E. Canny Ryatt, F.R.C.S.; 
Founder of and Senior Surgeon to All Saints’ Hos- 
pital for Genito-Urinary Diseases, London. Quarto; 
II5 plates containing 670 original illustrations of which 
528 are colored. St. Louis: C. V. Mossy Company, 
1925. 

This large and very beautiful atlas is a splendid piece 
of color work and an artistic and accurate exposition of 
intravesical surgical procedures with the cystoscope. In 
addition to some introductory text, descriptive of tech- 
nique, the work consists of 115 large plates, each bear- 
ing 6 illustrations. These are chiefly cystoscopic pic- 
tures beautifully drawn and colored from life, by Mr. 
Thornton Shiells. Each case has several such pictures; 
thus illustrating the lesion in all the stages of treatment 
and after-treatment to end-result. 

The author employs some instruments of his own: a 
universal cysto-urethroscope, cystoscopic scissors, knife, 
probe, hooks, expanding dilator, and intravesical injec- 
tion needle; cystoscopic lithotrite and cannulae; an elec- 
tric ureteric transilluminator (by which the ureter may 
be identified at open operation); and a portable dia- 
thermic and high frequency apparatus. 

The procedures described and thus richly and superb- 
ly illustrated aré: removal of calculi from ureter and 
from bladder; removal of foreign bodies from the blad- 
der; treatment of vesical cysts and tumors; relief of 
ureterocele; and the removal of certain prostatic and 
vesical neck obstructions. Each illustration is described 
in English, French and German. The text (45 pages) 
is in English only, however. 

For the removal of calculi from the lower ureter Ryall 
describes and illustrates division of the ureter orifice 
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with scissors and with the electric current, and also the 
procedure described by Buerger in this JouRNAL some 
years ago, viz., the employment of dilating metal olives 
associated with the passage of a diathermic current. Ryall 
also describes an original procedure for protecting 
against metallic scratches the wax tipped on the end of a 
ureter catheter to determine the presence of a stone. 
This protection is afforded by a small water-soluble 
gelatin capsule, which is pushed off in the bladder by 
means of a second catheter. 

The author uses the term “diathermic” to describe 
the current used for destroying vesical tumors, cutting 
the ureter orifice, etc., a procedure which Beer, who 
introduced it, calls “fulguration”. 


Pancréatites’ Chroniques avec Ictére. Valeur et Ré- 
sultats Eloignés de la Cholécystogastrostomie, Par 
Dr. Prerre MAttet-Guy. Interne lauréat des Hopitaux 
de Lyon, Aide d’Anatomie. Préface de M. le Pror. 
Bérarp. En-8; 308 pages. Paris: Masson et Cie., 1925. 

Mallet-Guy has made an wnusually complete study of 
the world’s literature on the subject of chronic pan- 
creatitis. Under this category have been grouped a 
great variety of clinical pictures which have in common 
the appearance of a chronic icterus. Painful abdominal 
crises, either epigastric or lumbar, gastric disturbances, 
weakness, emaciation and icterus are among the most 
common symptoms. The diagnosis is rarely possible 
clinically and the patient usually is operated on for a 
carcinoma of the head of the pancreas or for a common 
duct stone. At operation neither is found. The gall- 
bladder may or may not contain stones but the duct is 
free. The head of the pancreas is hard, not quite the 
hardness associated with carcinoma, but still so hard 
as to cause the surgeon some uneasiness. This firmness 
may appear in isolated spots, may irregularly involve 
large parts of the head of the pancreas or may be dif- 
fusely spread throughout the whole organ. Histological- 
ly, this is seen to be due to a fibrosis which takes place 
in the interstitial tissue or in the tissue about the canal- 
iculi. For the most part, a descending lymphangitic in- 
fection may be considered as the etiological factor in 
these cases. Lues, however, does occassionally cause 
a dense diffuse fibrosis of the head of the pancreas simu- 
lating in every respect the cases described. 

The presence or absence of gall stones in the gall- 
bladder seems to be incidental in the etiology of this 
disease. However, the presence of stones may in some 
degree determine the nature of the operative inter- 
ference. Ordinarily, the best procedure is cholecysto- 
gastrostomy. This provides adequate drainage for the 
pancreas, and does not in any manner interfere with 
the gastric function. Where the condition of the pa- 
tient warrants a more radical procedure because of the 
presence of gall stones in an infected bladder, cholecys- 
tectomy with prolonged drainage of the common duct 
as suggested by Kehr is to be advised. In patients 
whose condition will not permit so prolonged an opera- 
tion, simple cholecystostomy will give satisfactory re- 
sults. 

The whole work is extremely logical and well pre- 
sented. Numerous detailed case reports, both from the 
author’s practise and from the literature are quoted to 
illustrate the points developed in the body of the book. 
In fact, the number of repetitions of the symptoms, the 
treatment and the outcome of the cases sometimes be- 
comes a bit oppressive. There is offered a vast amount 
of material on a subject which has aroused some Ameri- 
can authors, notably Deaver and Archibald. The biblio- 
graphy is unusually complete. 


La Curiethérapie des Cancers. Par Stmon LAsorpE. Chef 
du Laboratoire de Radium au Centre Anticancéreux 
de Villejuif. En-8; 334 pages; 43 figures. Paris: 
Masson et Cie., 1925. 

Though the use of radium and the x-ray in the treat- 
ment of malignant growths has become almost universal, 
the technique of their application has remained 2 mys- 
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tery to the great majority of physicians not directly con- 
cerned in employing them. Laborde attempts, with 
great success, to overcome this hiatus in the physician's 
training by presenting in a concise and easily readable 
form the essential principles underlying the use of these 
powerful remedies. 

The first portion of the book is devoted to a discus- 
sion of the physical properties of radioactive substances, 
The second part of the volume is taken up in a discus- 
sion of the general subject of cancer. The various 
theories as to the etiology of carcinoma, the pathological 
anatomy of the different types of malignant growths and 
finally the diagnosis of these types are developed at 
some length. The third section is utilized for a con- 
sideration of the radiosensibility of healthy and subse- 
quently of diseased tissue especially of the various ma- 
lignant tumors. This chapter forms a very logical tran- 
sition to the succeeding one which details the technique 
of application and dosage measurement. The last sec- 
tion of the book is largely practical and concerns itself 
with the methods of treatment of the different common 
types of malignancy. 

In its breadth of viewpoint and at the same time its 
intensely practical presentation, the volume should be 
of great interest and value to the general practitioner 
and to the surgical specialist who wishes to make use 
of radioactive substances either as a primary method of 
treatment or as an adjuvant to surgical intervention. 


The American Illustrated Medical Dictionary. A new 
and complete Dictionary of terms used in Medicine, 
Surgery, Dentistry, Pharmacy, Chemistry, Veteri- 
nary Science, Nursing, Btology, and_ kindred 
branches; with the Pronunciation, Derivation, and 
Definition. By W. A. Newman 
M.D., F.A.C.S. Thirteenth Edition. Octavo; 1344 
pages; 338 illustrations, 141 in colors. Philadelphia and 
London: W. B. SauNpERS CoMPANY, 1925. 

It is always a pleasure to welcome an issue of this 
thoroughly useful and very complete medical dictionary, 
which is kept as nearly as possible up to date with our 
growing terminology by frequent revisions. In_ the 
quarter century that the American Illustrated Medical 
Dictionary has been serving the medical and allied pro- 
fessions it has been revised and enlarged twelve times— 
once every two years! The editorial staff have found no 
less than 2500 new terms since the revision of 1923, and 
has incorporated these in this thirteenth edition, which 
is, therefore, the most recent medical lexicon available, 
as far as we know. , 

The dictionary is not only valuable in the large num- 
ber of terms defined, but also in the clearness and con- 
ciseness of these definitions and in the derivation and 
pronunciation of terms, but also in the wealth of col- 
lateral information furnished through anatomical and 
chemical tables, tests, signs, reactions, eponyms, etc, 
etc. All anatomic terms conform to the universal B. N. 


Dorland’s dictionary is invaluable for the student of 
medicine, dentistry, pharmacy or veterinary science; and 
is a thoroughly reliable reference for the practitioner of 
those branches. 


Pygmalion or the Doctor of the Future. By R. ™. 
Witson, M.B., Ch.B. 16 mo.; 67 pages. New York: 
E. P. Dutron & Company, 1926. 

Small to carry yet large in implication is this little essay 
on the philosophy of sickness. Dr. Wilson’s originality 
was evidenced in his “Hearts of Man.” This booklet will 
be enjoyed by physicians and their patients. 


Orale Reiztherapie. Ein Beitrag zu der Stellungnahme 
Geheimrat Biers zur Homéopathie. Von Dr. ARNO 
Zimmer. Octavo; 108 Seiten. Leipzig: F. C. W. 
VOGEL, 1926. 

Tissue stimulation therapy, orally administered, is what 
the title signifies. It is an attempt to discard the usual 
nosographic conceptions and revamp the doctrines of homeo: 

pathy. 
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